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Abstract

Introduction: Postpartum hemorrhage (PPH) is a serious maternal life-threatening

complication in the third stage of labor that leads to maternal morbidity and mortality
globally, particularly responsible for about 25%of maternal deaths in developing
countries ( WHO, 2018). PPH can be preventable by using Active Management of the
Third Stage of Labor AMTSL as the use of AMTSL reduces the PPH occurrence in
about 60%. Moreover, AMTSL is important worldwide intervention protocol to prevent
PPH by shortening the time of the normal third stage of labor by using a uterotonic drug
(oxytocin), delaying cord clamping, controlling cord traction, and checking uterine
tones to achieve delivery of the placenta safely and decrease blood loss in labor, and to
complete placental delivery in less than 30 minutes. This study evaluates the knowledge
and competency of midwives in Hebron hospitals, Palestine, regarding AMTSL.

Aim: To assess midwives' knowledge and competency in AMTSL and examine the
correlation with socio-demographic variables toward active management of the third
stage of labor at Hebron hospitals in Palestine.

Methodology: This study used a Quantitative, descriptive cross-sectional design,
conducted in the main six governmental and private hospitals in Hebron city. The
sample size was 125 midwives. Data were collected using two validated and reliable
separate tools (Questionnaires was used to collect the data for assessing midwives
knowledge and observational checklist was used to evaluate midwives practices of
AMTSL ). Ethical approval was obtained from the Ethical Committee at Al-Quds
University, and permission was taken from the Palestinian Ministry of Health, the
nursing directors of private hospitals, and the head midwife in each ward of the selected
hospitals. The verbal consent form was taken from each participant and from delivered
mother . The study duration lasted six months from (June to December)/ 2023. Data
were analyzed using the Statistical Package for Social Sciences (SPSS 26).

Results: Results showed a poor level of knowledge among the midwives toward the
AMTSL with a total knowledge score of (76%). However, midwives reflect good level

of knowledge (86%) For (Domain 1) '‘Before Placental Expulsion. In contrast, Domain 2
1]



and Domain 3 (During Placental Expulsion and After Placental Delivery), indicate a
lower level of knowledge in about (68% and 62%) respectively. However, the Midwives
practices of AMTSL at the hospitals in Hebron governorate were considered good
practice which accounts for a score of (89.3%). A very weak correlation was found
between the total knowledge score and practice implementation R (correlation) was
(0.056) with p-value of (0.534). There was a significant correlation between the
midwives' age and their knowledge of AMTSL in (D1&D3), marital status correlated
with their knowledge in (D3), and years of experience also correlated with their
knowledge in (D3). The training on AMTSL correlated positively with their knowledge
of (D1&D2) and with their Practice (D2) and the availability of written protocols on
AMTSL in the institution correlated positively with the total knowledge in (D1&D2)
and practice (D2).

Conclusions: The results of this research emphasize how critical it is for midwives to
have ongoing professional development, standardized protocols, and sufficient
resources to improve their adherence to AMTSL practices. This study highlights the
need for continuous education and training programs to enhance midwives' proficiency
in AMTSL, aiming to reduce PPH and improve maternal health outcomes in Palestine.
Recommendations include facilitate regular professional development workshops and
standardized protocols across healthcare facilities. Moreover, activate the monitoring
system at hospital to maintain the application of AMTSL practices

Keywords: Midwives, Knowledge, Competency, Active Management, Third Stage of
Labor, Hebron Hospitals, Postpartum Hemorrhage.



Table of Contents

DECIATALION ...t e I
ACKNOWIEAGMENT ... et sre et et sr e nne e ]
AADSIFACT ... i
Table OF CONTENES.......oiiiiii s \
LISE OF FIQUIES ...t VI
LISt OF TADIES ... bbbt IX
LISE OF ANNEXES ...ttt bttt n et nb e X
LiSt OF ADDIEVIATION .......ccuiiiiiicicee e XI
(08 T o) (=] @ -SSP 1
INEFOAUCTION ...ttt 1
1.1 BACKGIOUNT ...ttt bbbttt bbbttt 1
1.2 Problem STAtEMENT.........oiiiee e 3
1.3 Justification of the StUAY .........ccceeiiiiii e 4
1.4 AIM OF the STUAY: ..ot ere s 4
1.5 Objectives 0f the STUAY: .......ccveiiie e 4
1.6 RESEAICN QUESTIONS ... .cevieeieiiiesieeiesiie st et et sie e e steeee e ste e e e seesreesaeeneesseeeeaneenneas 5
1.7 CONEEXTE OF STUAY ...ttt 5
1.8 Definition OF TEIMS ..o 6
(08T o) =1 g IV TSSOSO 8
LITErature REVIBW ..ottt 8
2.1 INEFOAUCTION ...ttt b e 8
2.2 Postpartum HEMOITNAGE .......cceeiiieieciecie ettt 8
2.3 EPIAEMIOIOQY ...ttt bbb 10
2.4 Mortality and Morbidity of Postpartum Hemorrhage..........cocvvieniiiiininincien, 12
2.5 Etiology/risk factor of postpartum hemorrhage.........ccocoovvvieieienciineeeees 12
2.6 Prevention of Postpartum Hemorrhage by active management...............ccccccoveenneee. 14
2.7 Treatment of Postpartum Hemorrhage ..........cccve v 17
2.8 Complications of Postpartum Hemorrhage...........cocoovveiieiie i 18

\Y



2.9 Midwives' Competency for active management of the third stage off labor and Their

ROIE .ttt 19
2.10 Factors Affecting Midwives' Competency to Enhance Prevention of PPH............ 19
2. L LSUMMIAIY ¢ttt e ekt ek e e bb e e e b e e e bb e e e bt e e e sbe e e snbeeeanbeeeanbeeeas 20
(08 =T o) (= g I ] 1= OSSPSR 21
Conceptual FramMEWOTK...........oiiiiiee e nre e 21
B L INEFOTUCTION: ...ttt b 21
3.2 Conceptual definition of independent variables: ............cccoeiiiiiiiiice 21
3.2 Conceptual definition of dependent variables: ............cocooiviiiiii i 21
3.4 Operational definitions of the independent variables: ..o 22
3.5 Operational definitions of the dependent variables .............ccccoviiiiiiiiiiicii e, 22
(08T o) (= g o1 | OSSR 24
Research Methodology ........c.oooiiiiiiee e 24
A1 INEFOTUCTION: ...ttt ettt 24
S (10 VA B =T o [ USSP SPR 24
4.3 SBILING: ¢ttt bbbt 24
4.4 Study population and SAMPING........ccceiiiiiiee e 26
4.5 Instruments Of the STUAY .......cooeiiiii e 28
4.6 Validity of the Study QUESLIONNAITE .........cceeiieieiie e 29
4.7 Reliability of the study qUESLIONNAITE: .........ccceeiiiieieee e 31
4.8 Ethical CONSIABIALIONS .......eouiiiiieiiiiiiieieise et 32
4.9 Data COIECTION ... 32
4,10 DALA ANAIYSIS ...ttt 33
411 SUMIMIAIY. .ottt ettt ettt e bt et s e bttt e been e nne s 34
CRAPLET FIVE ...ttt et e e e este e e e s beesbeebesnaesneenennnens 35
RESUIES. ..ot e nte e e nne e 35
5.1 INEFOTUCTION: ... bbbt 35
5.2 Sociodemographic Characteristics of the mIdWIVES..........cccccccevieiiicie e, 36
5.3 level of midwives' knowledge about AMTSL ......ccooiiiiiiiiie i 37
5.5 Association between knowledge and practice of midwives about AMTSL.............. 43

5.6 Reflection of socio-demographic characteristic on Midwives' competency of
AMTSL in selected NOSPIAIS.........ccoiiiiiiiii e 44



5.6.1 Age Of the MIAWIVES ......cccoeiiiiiiiee et nne e 45

5.6.2 Marital status of the MIAWIVES ..o 46
5.6.3 Educational level of the MIAWIVES ... 47
5.6.4 Years of midwives Experience in [abor room ..., 49
5.6.5 WOIK PIACE .....oecee et 51
5.6.6 Take training regarding AMTSL ......cccoiiiiiiie e 53
(08T o) (= ] PSSR 57
DISCUSSION ...ttt b bbbttt b et n et 57
8.1 INEFOTUCTION ...ttt 57
6.2 Socio-demographic characteristic of the MIAWIVES ...........cccovvvieviiiin i, 57
6.3 Knowledge of AMTSL among MIOWIVES...........ccciiiriririeieiesie e 58
6.4 Practices of AMTSL among MIOWIVES .........cccooiiiiiiininieiene e 61
6.5 Relationship between knowledge and practice of AMTSL .......c.cccccocvviiiveceiiennenn, 63
6.6 Relationships between Socio-demographic factors, knowledge and practice of

AMTSL aMONG MIAWIVES ..ottt ettt 63
6.7 CONCIUSION ...t bbbt 70
6.8 Strengths of the STUAY : .....ooeiie e 71
6.9 Limitations of the StUAY : ......cccooviiiie e 71
6.10 RECOMMENUALIONS.......viiiiieiiiteieece e 72
RETEIENCES ...ttt bbbttt 73
F N o] 01T a0 L TSP 81
A. Instruments USed in the STUAY ..o 81
1. Questionnaire to assess the midwives’ knowledge...........cccooviiiiiiiiiiciiciice 81
2. ObServation CNECK TISt.........c.oiiiiiiiiiiiieee s 84
B. PEIMISSION TELEEIS ... 86
C. Ethical approval [&LEN ..o s 90
8 TP TP T PP PP TPRPPO oasldl

VI



List of Figures

No

Figures

Page

3.1

Conceptual Frameworks Diagram

23

Vil




List of Tables

No | Tables Page
4.1 | Name of the selected hospitals and number of midwives distributed per 27
hospital
4.2 | Pearson’s correlation coefficients for measuring the validity of the 30
questionnaire’s internal consistency for the three domains of the
midwives' knowledge of AMTSL
4.3 | Cronbach's Alpha for each domain of the questionnaire 32
5.1 | Frequency and percent of Sociodemographic Characteristics of the 36
midwives’
5.2 Midwives’ knowledge level toward AMTSL at Hebron hospitals 37
5.3 Distribution of participants based on their answers to questions related 39
to their knowledge. (N=125 midwives)
54 Midwives’ Practice application level toward AMTSL for three 40
Domains at Hebron hospitals.
55 Distribution of participants based on their answers to questions related 42
to their practice application.
5.6 Regression results for the relationship between Midwives’ knowledge 43
and Practice implementation
5.7 One-way ANOVA result for the significance of relationship between 44
Midwives’ knowledge and Practice implementation
5.8 | One-way anova results for differences in means of Knowledge and 45
practice implementation (three domains) level due to age among
midwives
5.9 One-way anova results for differences in means of Knowledge and 46
practice implementation (three domains) level due to marital status of
midwives
5.10 One-way anova results for differences in means of Knowledge and 47
practice implementation (three domains) level due to educational level
of midwives
5.11 | One-way anova results for differences in means of Knowledge and 49
practice implementation (three domains) level due to years of
experiences of midwives
5.12 | T-test results for differences in means of Knowledge and practice 51
implementation level due to work-place of midwives
5.13 | T-test results for differences in means of Knowledge and practice 53
implementation level due to training regarding AMSTL of midwives
5.14 | T-test results for differences in means of Knowledge and practice 55

implementation level due existence of written protocols about (AMTSL)
available at workplace




List of Annexes

No Annex Pages
Al Questionnaire (English) 81
A2 Observation check list 84
B permission letters 86
C Ethical approval letter 90




List of Abbreviation

Abbreviation

Explanation

AMTSL Active Management of Third Stage of Labor

ACOG American College of Obstetricians and Gynecologists
CCT Controlled Cord Traction

DIC Disseminated Intravascular Coagulation

FIGO International Federation of Gynecology and Obstetrics
ICM International Confederation of Midwives

.M Intramuscular

(A Intravenous

U International Units

MOH Ministry of Health

MMR Maternal Mortality Rate

PCBS Palestinian Central Bureau of Statistics

PPH Postpartum Hemorrhage

SPSS Statistical Package for Social Sciences

WHO World Health Organization

Xl




Chapter One

Introduction

1.1 Background

Postpartum hemorrhage (PPH) is defined as blood loss from the genital tract of 500 cc
or more within the first 24 hours after delivery (Amanuel et al., 2021). It is also referred
to as the most common direct preventable and controlled cause of maternal deaths,
especially in developing nations where there may be limited access to skilled and
trained birth attendants, emergency obstetric care, and necessary medications (Say et
al.,2014). PPH is responsible for approximately a quarter of maternal deaths globally,
annually 14 million women suffered from PPH in 2017, and 303,000 of these women
died and over 30% of maternal deaths in low-income nations (WHO) in 2018, PPH can
cause significant morbidity for mothers and a heavy burden on a country's healthcare

system due to complications such as anemia fatigue, and hypovolemic in blood.

However, in Palestine, studies about PPH are rare, and the only reported data indicated
that the maternal mortality rate of the mother who died (22.2%) died due to PPH in the
Gaza Strip in Palestine (Bottcher et al., 2018). This highlights the urgent need to address
PPH in Palestine, particularly in the West Bank. The results of this study might
emphasize the need for skillful midwives to assist in childbirth, to be able to work in
emergency obstetric care, and to learn to use medicines such as oxytocin and
misoprostol appropriately (Prata et al., 2013). Additionally, the Palestinian midwives'

knowledge of preventing and managing PPH can play an important role in improving
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maternal health, reducing mortality and morbidity rates significantly, and ensuring the
well-being of women and newborns during delivery. The use of Active management of
third stage of labor (AMTSL) is a straightforward and safe method that can effectively
prevent and manage PPH. The WHO recommendations are regularly updated and define
the essential components of AMTSL. Internationally, midwives, maternity nurses and
health services hold different views regarding active management technique that applied
during the third stage of labor, spanning from the baby's birth until the placenta is
delivered, and can lead to vaginal bleeding if not managed properly. AMTSL aims to
reduce the risk of developing PPH by encouraging the quick and full delivery of the
placenta and minimizing bleeding (Al-Jabri et al., 2024)

The strategy of AMTSL includes a set of interventions that are considered important to
manage and prevent PPH in the third stage of labor FIGO-ICM and WHO set a
connected kit of interventions include the Administration of uterotonic drugs, controlled

cord traction, and check uterine tones (molla et al.,2021 and Begley et al ., 2019).

Midwives have a crucial role in monitoring labor advancement, recognizing possible
risks or complications, and providing necessary interventions with appropriate
treatments. The midwife’s responsibilities involve regular assessment and evaluating
the duration of the third stage of labor, the process and timing of placental delivery,
monitoring any blood loss, checking the overall health of the mother and the baby, and
educating the woman on the assessment of the general health of the mother and her

newborn, and providing education to the woman (Eddy et al., 2018).

The role of the midwife is vital in AMTSL, as it ensures a safe and healthy delivery for
both the mother and newborn. Yet, there is insufficient data available regarding the
knowledge and practices of Palestinian midwives about active management of the third
stage of labor. Previous studies have shown that midwives' understanding and
implementation of AMTSL can vary greatly depending on factors like experience,
cultural beliefs, education level, and hospital protocols (Eddy et al., 2018, Prick et al.,
2013, Gizzo et al., 2013, Gulmezoglu et al., 2012)

Some midwives may be uncertain about the use of uterotonic drugs due to concerns
about side effects, while others may be unconfident in performing controlled cord
traction or check uterine tonus. Therefore, studying the knowledge, and practices of

midwives towards active management of the third stage of labor (AMTSL) is essential
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for improving the quality of care provided to women during childbirth. Observing the
midwives through the administration of AMTSL will help in understanding their
adherence to the international protocols of AMTSL. It can also help in identifying some
factors that might hinder their adherence. Results might help in developing
interventions that promote best practices in childbirth management and ensure the safety
and well-being of mothers and babies.

1.2 Problem Statement

Postpartum Hemorrhage (PPH) is the major cause of maternal morbidity and mortality
worldwide with the highest incidence in developing countries. It responsible about 25%
of all maternal deaths worldwide with annually 14 million women suffered from PPH,
and 303,000 of these women died, especially in settings where there are no qualified
birth attendants as midwives or when there is a lack of the necessary skilled birth
attendants and enough equipment and materials to prevent and manage PPH. The
majority of these deaths are preventable by adopting simple, effective, and safe
strategies such as AMTSL (Martins et al., 2016: WHO 2018)

AMTSL is implemented worldwide as a practice supported by evidence. According to
Oyetunde et al., (2015), it is generally believed to be a cost-effective and top option for
preventing PPH and lowering maternal mortality and morbidity. WHO recommends that
skilled birth attendants use AMTSL routinely for all vaginal births at health facilities
(WHO, 2018). Since women in labor are at risk for PPH, midwives need to be
knowledgeable and skilled in using AMTSL techniques to prevent PPH. Nevertheless,
the effectiveness of AMTSL performed by trained birth attendants is in doubt due to the
increasing occurrence of PPH (Lalonde et al., 2012; Schack et al., 2014).

Studies have identified a gap in the use of AMTSL, it was found that only 16 out of the
37 investigated countries reported the administration of AMTSL in their hospitals (Kim
et al., 2013). A study conducted in seven Sub-Saharan countries reported that the
AMTSL was only implemented correctly in (0.5-32%) of the observed deliveries (Kim
etal., 2013; Yaekob et al., 2015).

Midwives bear a huge burden in prevention of PPH and save the mother lives, as they
are the main heath care providers and the closest ones to women; midwives are the

responsible ones in caring for the women during labour and in administration of
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AMTSL. Lack of Knowledge, practices and poor performance among them towards the
administration of AMTSL will expose women to PPH and consequently lead to
maternal morbidity and mortality. On the other hand, there are no published studies
were found in Palestine about the knowledge and practices of midwives on AMTSL.
Moreover, there is no baseline data about the awareness or practices of the Palestinian
midwives' toward AMTSL. Therefore, this study aimed to assess midwives' knowledge
and competency in AMTSL and examine the correlation with socio-demographic
variables toward active management of the third stage of labor at Hebron hospitals in

Palestine.

1.3 Justification of the Study

AMTSL is a necessary procedure to prevent and treat postpartum hemorrhage (PPH).
Previous studies showed that midwives lacked adequate knowledge and skills in
AMTSL. A study showed that 33.3% of obstetric care providers knew about active
management of the third stage of labor, but only 15.7% correctly used AMTSL in
Hawassa City. On the flip side, different research found that the mean scores for
knowledge and practice were 73.8% and 77.2%, respectively (Tenaw et al., 2016;
Muzeya & Julie, 2020).

This study will examine the midwife's practices and competencies toward AMTSL. The
findings and recommendations of this study could add value to the Midwifery
profession in Palestine, also it is expected to build a body of knowledge about

midwives' competency in managing childbirth and to inspire further research.

1.4 Aim of the study:

To assess midwives' knowledge and competency in AMTSL and examine the
correlation with socio-demographic variables toward active management of the third

stage of labor at Hebron hospitals in Palestine.

1.5 Objectives of the study:

1. To evaluate the level of midwives' knowledge of AMTSL in the selected
hospitals at Hebron in Palestine.
2. To assess the level of midwives' practice toward AMTSL in the selected

hospitals at Hebron in Palestine.



3. To examine the relationships between the knowledge and practice of midwives
about AMTSL in the selected hospitals at Hebron in Palestine.

4. To examine whether the differences in socio-demographic characteristics,
experience of the midwives, having training, availability of written protocol and
type of hospital will reflect the level of their competency toward AMTSL in the
selected hospitals at Hebron in Palestine.

1.6 Research Questions

What is the level of knowledge about AMTSL among the midwives in the selected

hospitals at Hebron in Palestine?How do midwives practice AMTSL at the selected

hospitals at Hebron in Palestine?ls there a relationship between the knowledge and
practice of midwives about AMTSL at the selected hospitals at Hebron in

Palestine?How will the differences in socio-demographic characteristics of the

midwives reflect the level of their competency toward AMTSL at the selected

hospitals at Hebron in Palestine?

1.7 Context of study:

1.7.1 State of Palestine

Palestine is an Arab country located in Western Asia, situated on the eastern coast of the
Mediterranean Sea. It covers approximately 27,000 square kilometers in total and was
occupied by Israel in 1948. After the 1948 conflict, the remaining areas are separated by
geography into the West Bank and Gaza Strip. Jordan, Syria, Lebanon, Egypt, the
Mediterranean Sea, and the Palestine Liberation Organization (PLO) are the external
neighbors of the country. The West Bank and Gaza Strip are home to approximately
5,483,450 individuals and cover approximately 6,020 square kilometers, resulting in a
population density of 847 persons per square kilometer (2,195 people per mi2). The
West Bank consists of 5,640 km2 of land, which includes East Jerusalem, and 220 km2
of water, covering the Dead Sea's northernmost part. Approximately 670,000 Israeli
settlers reside in the West Bank along with 3,256,906 Palestinians (PCBS, 2022).

The Palestinian National Authority governed the West Bank through 11 governorates:
Jenin, Tubas, Tulkarm, Nablus, Qalqgilya, Salfit, Ramallah and Al-Bireh, Jericho,
Jerusalem, Bethlehem, and Hebron (MoH, 2016).



1.7.2 Health Care System in Palestine

The Palestinian healthcare system consists of four main sectors: the government
health sector (the Palestinian Ministry of Health and Military Medical Services), non-
governmental organizations, the United Nations Relief and Works Agency, and the
private sector. The Palestinian Ministry of Health (P MOH) is the main healthcare
provider in all the governorates. It has been seriously affected by the financial crisis
being knowledgeable by the Palestinian Authority (MoH, 2021). In particular, there
have been reductions in the number of patients being referred outside the occupied
Palestinian territory for specific treatment and there have been growing and

considerable shortages of medicines and disposables.

1.8 Definition of terms

Midwife: an individual, typically a female, who has been educated and trained to assist
women during labor and delivery. The midwife is the person who has successfully
completed the midwifery education program according to the ICM Essential
Competencies and Global Standards for Midwifery Practice and Education that is

recognized in their country, and shows proficiency in midwifery practice (ICM, 2024).

Competency: refers to the combination of knowledge and practice (skills and
abilities), allowing individuals to complete a task with positive results in desirable
outcomes (ICM, 2005).

Active Management (AMTSL): involves performing specific interventions that should
be done to prevent postpartum hemorrhage following delivery of the newborn. It

confirmed globally in the following steps:

1. uterotonic drug administration, preferably oxytocin immediately after the anterior

shoulder of baby birth is delivered.
2. delivery of the placenta through controlled cord traction (CCT).

3. post-partum abdominal uterin tonus assessment for early identification of uterine

atony is recommended for all women.

4. delay cord clamp. This form of management is considered a crucial evidence-based

and inexpensive intervention for the prevention of PPH (Angarita & Berghella, 2022).
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5. The third stage of labor: this is a period of labor that begins with the completed
delivery of the baby and finishes when the placenta and its membranes are fully
expelled. Compared to the first and second stages of labor the third stages had less
consideration thought or education to be devoted to or for health team providers.
(Glngorduk, et al, 2018).

6. Postpartum hemorrhage (PPH): known as excessive blood loss from the birth canal
that occurs after baby delivery up to 6 weeks postpartum, and the estimated blood loss>
500ml or any amount that causes maternal condition deterioration (Glngorduk, et al,
2018).

7. Maternal mortality: The death of a woman while pregnant or within 42 days of
termination of pregnancy, irrespective of the duration and site of the pregnancy, from
any cause related to or aggravated by the pregnancy or its management, but not from

accidental or incidental .

8. Mortality rate: Number of maternal deaths in given time period per 100 000

women of reproductive age, or woman-years of risk exposure, in same time period.



Chapter Two

Literature Review

2.1 Introduction

This chapter will summarize and analyze the literature review about the post-partum
hemorrhage, epidemiology, mortality and morbidity of postpartum hemorrhage,
etiology/risk factor of postpartum hemorrhage, prevention of postpartum hemorrhage by
active management, treatment of postpartum hemorrhage, complications of postpartum
hemorrhage, Midwives' competency for active management of third stage off labor and
their role, factors affecting Midwives' competency to enhance prevention of PPH,

summary.

In this review, Goggle schooler, PubMed, science direct ,WHO site, Palestine MOH
was used to find the knowledge frame. The keywords used in this review were
assessment of midwives knowledge and practice regarding active management of third

stage of labor, post-partum hemorrhage.

2.2 Postpartum Hemorrhage

Postpartum hemorrhage: (PPH) is a dangerous situation caused as complications of
delivery; it is defined as loss of blood more than 500 mL followed by vaginal birth and
1000 mL after cesarean. This definition was redefined in 2017 by the American College
of Obstetrics and Gynecology as accumulative blood loss more than 1000 mL
regardless of the mode of delivery within 24 hours of the birth process together with

signs and symptoms of hypovolemia. (Wormer K.C et al ,2019). But the Royal College

8



of Obstetricians and Gynecologists (RCOG) defines PPH by focusing on the volume of
blood lost during and after delivery as minor PPH (blood loss between 500 and 1000
ml) and major PPH (>1000 ml) (FIGO, 2022).

PPH had classified according to time of occurrence as primary postpartum hemorrhage
which is blood loss that occurs in the first 24 hours after delivery. Secondary
postpartum hemorrhage: is defined as blood loss that occurs after 24 hours to 12 weeks
postpartum. The diagnosis of PPH included changes in the level of hematocrit, the need
for blood transfusion, the rapidity of blood loss seen or reported, and changes in the

client's vital signs (Wormer, 2019).

Postpartum Hemorrhage (PPH) is an emergency preventable obstetric situation that’s
considered one of the top five causes of maternal mortality found in developed and
developing countries, although the absolute risk of death from PPH is much lower in
developed countries, they found that the most common maternal morbidity even in
highly resourced developed countries had to increase in incidence. When the health
team provider has available and appropriate resources, timely recognition, and
appropriate response with directed knowledge based on training for AMTSL this will
play a critical role in preventing mortality and severe maternal morbidity due to PPH
(Lagrew et al., 2022).

The third stage of labor is the identified as time after the delivery of the fetus until the
complete removal of the placenta. Known as the shortest time and easiest stage, but
most of maternal deaths due to complications occurred (Deepak, 2013). World Health
Organization (WHO) recommended and supported the AMTSL as an important and
critical intervention for the prevention of PPH. AMTSL has been identified as an
important component of the PPH reduction strategies in the third stage of labor in most
governments around the world.it is a package of three components: administration of
uterotonic drugs, preferably 10 IU of oxytocin intramuscular after delivery of anterior
shoulder; delivery the placenta by controlled cord traction (CCT) with delay cord

clamp; and uterine tonus assessment after placental delivery (WHO, 2014).

Active management of the third stage of labor is shown as a solution to reduce
unnecessary procedures and complications, such as postpartum hemorrhage and manual

removal of the placenta. Every year nearly 700 mothers in the United States die from



complications of pregnancy based on The Joint Commission, obstetric hemorrhage is
the widely spread repeatedly cause of severe maternal morbidity and maternal mortality
that can be preventable (The Joint Commission, 2019). The atonic uterus is uterine
failure to contract after the birth of the placenta, it accounts for approximately 70% to
80% of cases who had PPH. Using uterotonic agents to support the uterus to contract, is
considered a first-line intervention that should be started to prevent PPH caused by
uterine atony (ACOG, 2017; WHO, 2012). The uterotonic drug of choice is Oxytocin
that recommended universally for all women decreasing the incidence of PPH (WHO,
2012).

The effective use of AMTSL to reduce PPH and its treatment has been investigated by
several large trials. AMTSL significantly reduces the rate of postpartum hemorrhage,
decreases the amount of blood loss, and decreases the need for blood transfusion
procedures. The midwife AMTSL competency in developing countries doesn’t follow
the recommendation of FIGO because of different factors like knowledge, training,
qualification, and other demographic factors. The competency of AMTSL was only 5%
of all the deliveries observed, health team workers in obstetrics need to have availability
of medication and training to prevent or manage the client exposure to PPH (Taylor,
2012). In Palestine there is no study documented about midwives' AMTSL competency,
this study aimed to assess the competency of the midwives regarding active

management of the third stage of labor at Hebron’s hospitals/Palestine.

2.3 Epidemiology

Globally, around 810 women die every day from preventable complications of
pregnancy and childbirth. Approximately, 75% of these deaths caused by severe
bleeding, infections, high blood pressure, pregnancy complications, and unsafe
abortion. severe postpartum bleeding is the primary direct cause of maternal death,
known as postpartum hemorrhage (PPH). Annually, approximately 14 million mothers
suffer from PPH post-childbirth and 70,000 mothers face maternal deaths worldwide.
Even when mothers survive, they frequently require immediate surgical procedures to
manage the bleeding and could end up with a permanent reproductive impairment
(WHO, 2023).
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In developed countries, as WHO shows that Eastern Europe and Southern Asia
accomplished the greatest comprehensive decrease in maternal mortality ratio (MMR):
it decreases in Eastern Europe to 70% (from an MMR of 38 to 11) and in Southern Asia
to 67% (from an MMR of 408 down to 134) (WHO, 2023)

In a developing country, one of the developing countries had recent studies is Sub-
Saharan Africa had also obtained an essential reduction in MMR of 33% during the
period (2000 — 2020) despite its very high MMR in 2020, Four sub-regions roughly
halved their MMRs during this period: Eastern Africa, Central Asia, Eastern Asia, and
Northern Africa and Western Europe reduced their MMR by around one third
(WHO,2023)

Low and high-income countries, in low-income countries, maternal death in 2020 was
430 per 100 000 live births versus 12 per 100 000 live births in high-income countries,
The increased rate of maternal deaths in the low-income areas of the world shows unfair
access to quality health services and focuses on the gap between rich and poor. MMRs
(2020) in these countries had ranging from 30 (the Syrian Arab Republic) to 1223
(South Sudan). The average MMR for very high and high-alert fragile states in 2020
was 551 per 100 000, it had over double the world average. Mothers in low-income
countries have an increased lifetime risk of maternal death 1 in 49 versus in high-
income countries which is 1 in 5300 (WHO, 2023)

In Arab countries, in Egypt, the maternal mortality ratio decreased from 84 deaths per
100,000 live births in 2000 to 54 deaths in 2009, but it has steadied since then. Maternal
deaths nationwide are estimated by 20% due to PPH (Vlassoff, 2016).

In Jordan, the total number of live births in (2021) was 187,722, and the Maternal
Mortality Ratio (MMR) was estimated at 85.2 per 100,000 live births, a mother who
died due to PPH were 12 cases (7.5%) in 2021 (Jordan’s National Maternal Mortality
Report, 2021). Saudi Arabia had an MMR of approximately 17%, and the reduction rate
between 2000 and 2017 was only 29%, the incidence of atonic PPH in the total sample
was 2.5%, with the rate increasing by 12% between 2017 and 2018 in a tertiary hospital
in Saudi Arabia. (Almutairi, 2020)

In Palestine the estimated maternal mortality ratio was 28.5 per 100 000 live births,
there was an estimated 75,037 live births; 38,343 in the West Bank and 36,694 in Gaza.
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A total of 37 maternal deaths were reported; 24 deaths in the West Bank and 13 deaths
in Gaza. an increase of 43.2% compared to 2019. Bleeding contributed to half of all
direct causes in Gaza versus 15.4% in the West Bank. The highest mortality ratio was in
Hebron government in the number of live births was 25,508 they had 11 cases died ratio
of 43.1%. Two of them are caused by bleeding (National Maternal Mortality Report,
2020).

2.4 Mortality and Morbidity of Postpartum Hemorrhage

Maternal mortality is unacceptably high. About 287 000 women died during and
following pregnancy and childbirth in 2020. Almost 95% of all maternal
deaths occurred in low and lower-middle-income countries in 2020, and most could
have been prevented, woman die mostly severe bleeding (commonly bleeding after
childbirth ) .As stated in a WHO(2020) report, the global yearly maternal mortality rate
is 216 deaths per 100,000 live births, with postpartum hemorrhage causing 1 in 1000
deliveries in developing nations. Maternal death due to PPH occurs in health facilities
of low-income countries where there are no adequate obstetric care providers or where
they lack the necessary knowledge, skills, and supplies to prevent and manage the
problem. The majority of deaths due to PPH are caused by uterine atony (a condition
when the uterine muscle fails to contract and legate uterine blood vessels after delivery
of the placenta). Most of the time, maternal mortality and morbidity due to PPH take
place within the first day after delivery within the time frame of primary PPH. Around
88% of maternal deaths due to PPH take place within the first 4 hours of delivery which
indicates the severity of this period because of complications of the third stage of labor
(Wake et al., 2020; Union, 2017).

2.5 Etiology/risk factor of postpartum hemorrhage

Acute postpartum hemorrhage has different possible causes and it has two types
primary and secondary and had four causes of Post-partum hemorrhage Primary causes

of postpartum hemorrhage include uterine atony or lack of effective contraction of the
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uterus it’s the most common serious cause of postpartum hemorrhage as a complication

of the third stage of labor. It's approximately form 70% of PPH cases (Oyelese, 2010).

Uterine atony had a risk factor included among pregnant mothers complicated with
chorioamnionitis, a mother who is grand multiparty, overdistension of the uterus such as
(polyhydramnios, multiple fetal gestations, and macrosomia fetus). In labor mothers
who had high risk could be who had prolonged labor or induction/augmentation by
oxytocin/prostaglandin, intrinsic myometrial dysfunction as in precipitated labor,
distension of urinary bladder, exposure to the pharmacological materials(halogenated
general anesthetics, oxytocin, magnesium sulfate, beta-blockers, diazoxide, and
tocolytic agents) infections (chorioamnionitis, endometritis, and septicemia), fibroids
uterus, placenta previa, placenta abruption, placental tissue retained and blood clot

retained causes secondary relaxation of the uterus (Escobar et al., 2022).

Trauma: Genital tract trauma or lacerations approximately accounts for 15%—-20% of
PPH cases mostly attributed to perennial or cervical lacerations, perennial hematomas,
episiotomies, or uterine rupture. These occur in the setting of precipitous uncontrolled

deliveries or operative vaginal deliveries (Escobar et al., 2022).

Tissue: Retained placenta or products of conception can elevate the risk of PPH by 3.5
times. Risk factors include placenta succenturiate and previous instrumentation such as

intrauterine devices or evacuation and curettage (Escobar et al., 2022).

Thrombin: Coagulation disorders can be divided into two parts first inherited, such as
hemophilia, von Willebrand diseases, and idiopathic thrombocytopenic purpura, and
second acquired, such as the use of medication such as anticoagulant therapy and the
have after placental abruption a disseminated intravascular coagulopathy (DIC), pre-
eclampsia with severe features, intrauterine fetal demise, infection such as sepsis, or

amniotic fluid embolism. (Escobar et al., 2022).

A qualitative descriptive exploratory study was conducted as part of a larger sequential
exploratory-mixed methods research to investigate the factors impacting the occurrence
and prevention of PPH in women during childbirth. The primary results of this research
show that women and their partners had a limited understanding of PPH. Family
members and CHWs believe that it is their responsibility to ensure that the woman
reaches the health facility in a timely manner for the prevention of PPH. Participants
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identified multiparty and retained placenta as the primary factors linked to PPH.
According to Bazirete et al. (2020), the primary obstacles to preventing PPH are
identified as low socioeconomic status and delays in accessing health care. Other factors
that can lead to postpartum hemorrhage include things like retained parts of the
pregnancy tissue, infections, incomplete healing of the placental site, and genetic blood
clotting disorders (Escobar et al., 2022)

2.6 Prevention of Postpartum Hemorrhage by active management

The third stage of labor is known as the time between the completed delivery of the
newborn and the completed expulsion of the placenta. It should take less than 30
minutes duration in nulliparous as well as in multiparous women, contractility of the
uterus and placental separation duration affect the length of the third stage and
complications related (Management of the Third Stage of Labor, 2015). The routine and
correct usage of active management in the third stage of labor will decrease the
occurrence of postpartum hemorrhage to 60% when we compared it to the expectant

management of the third stage of labor according to (Wake & Wogie, 2020).
The PPH prevention highlight steps as the following as in literature:

Domain 1: Before the Expulsion of the Placenta

Check the uterus for the presence of a second baby by palpating the maternal
abdomen: This step ensures that a twin pregnancy is not missed, which could lead to
complications during the delivery of the second baby. According to a study by Begley et
al. (2019), the careful palpation of the maternal abdomen for a second baby is crucial in

preventing unforeseen complications during the third stage of labor.

Administer 10 IU of oxytocin to the mother: Administering 10 IU of oxytocin during
the delivery of the anterior shoulder or immediately after the baby's delivery is a critical
step in preventing postpartum hemorrhage (PPH). The World Health Organization
(2012) strongly recommends this practice as the first line of uterotonic drug
administration during AMTSL.

Delay cord clamp for (2_3) minutes: Delaying clamping of the cord during birth
facilitates the transfer of more blood from the placenta to the baby, leading to higher

iron levels and better developmental results. McDonald et al. (2013) pointed out that
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postponing cord clamping can bring about significant advantages for newborn health
while not raising the chance of maternal hemorrhage

Domain 2: During the Expulsion of the Placenta

Confirm signs of placental separation: Confirming signs of placental separation, such
as a gush of blood, a lengthening of the umbilical cord, and a firm uterus, is essential to
ensure that the placenta is ready to be delivered. Prendiville et al. (2009) found that

recognizing these signs early helps in timely and safe delivery of the placenta

Wait for a strong uterine contraction to apply CCT: Waiting for a strong uterine
contraction before applying controlled cord traction (CCT) helps prevent uterine
inversion and ensures effective placental separation. This practice is supported by
guidelines from the Royal College of Obstetricians and Gynecologists (2016), which

emphasize the importance of timing in applying CCT for effective placental expulsion

Stabilize the uterus by applying suprapubic pressure to the abdomen of the
mother: Stabilizing the uterus with suprapubic pressure while applying CCT helps in
preventing uterine inversion and ensures controlled placental delivery. Studies by the
International Federation of Gynecology and Obstetrics (FIGO) and the International
Confederation of Midwives (ICM) have shown that this practice significantly reduces

the risk of complications during placental expulsion
Domain 3: After the Expulsion of the Placenta

Examine the completeness of the placenta and its membranes: Examining the
placenta and its membranes for completeness helps identify any retained placental
tissue, which could lead to postpartum hemorrhage. The completeness check is essential
to prevent subsequent bleeding and infection, as highlighted by Deneux-Tharaux et al.
(2013)

Place the placenta in a bowl: Placing the placenta in a bowl allows for thorough
examination and helps ensure that no pieces of the placenta or membranes are missing.
Khan et al. (2006) note that this simple practice is crucial for the accurate assessment of

placental integrity

Check that the uterus does not become relaxed after delivery of the placenta

Ensuring the uterus remains contracted after placental delivery is vital to prevent atonic
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PPH. Immediate uterine massage if the uterus is not contracted is recommended by
WHO (2012) to maintain uterine tone and reduce bleeding

Examine the woman’s vagina, perineum, and external genitalia for lacerations and
active bleeding: This step is important for identifying and managing any tears or
lacerations that could contribute to postpartum hemorrhage. (Prendiville et al,2009)

emphasize the necessity of this examination as part of comprehensive postpartum care

Help and teach the mother to empty her bladder: Assisting and teaching the mother
to empty her bladder reduces the risk of bladder distension, which can impede uterine
contractions and increase the risk of PPH. The Royal College of Obstetricians and
Gynaecologists (2016) includes this step in their guidelines for postpartum care to

ensure optimal uterine contraction and minimize bleeding.

Teach the mother to uterine tonus assessment every 15 minutes for 1-2 hours:
Teaching the mother to uterine tonus assessment helps ensure uterine tone is firm and
early assess atonic uterus to prevents PPH developing in delivery. This practice is
recommended by FIGO and ICM (2022) as a critical step in reducing the incidence of

PPH in low-resource settings

Closely monitor the mother in the labor room for the first 1 hour after delivery:
Close monitoring of the mother during the first hour after delivery allows for the early
detection and management of PPH and other complications. Westhoff et al. (2013)

highlight the importance of this period in ensuring maternal safety and health

Teach the mother about the normal amount of lochia: Educating the mother about
the expected amount and changes in lochia helps her recognize any abnormal bleeding
and seek timely medical attention. Gulmezoglu et al. (2012) stress the importance of
postpartum education in preventing and managing PPH.

The world health organization guides the main recommendations for postpartum
hemorrhage prevention include the use of uterotonic drugs during the third stage of
labor to prevent PPH for all births, giving Oxytocin (10 U
intravenously/intramuscularly for vaginal delivery and cesarean section. When oxytocin
is used it should have attention to the oxytocin cold chain, and when oxytocin is not
available or couldn’t save quality, could the use of other injectable uterotonics (if

appropriate ergometrine/methylergometrine 200 pg IM/IV; prior to its use hypertensive
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disorders should be excluded) or using misoprostol orally (400-600 pg orally) or
carbetocin 100 pg IM/IV (WHO, 2022). Furthermore, combining oxytocin with
ergometrine or oxytocin with misoprostol may offer a more efficient approach to
prevent postpartum hemorrhage of 500 ml or more when compared to the standard use
of oxytocin. However, there is an increased chance of experiencing negative
consequences (such as vomiting and hypertension with ergometrine, and getting a fever
with misoprostol) when skilled birth attendants are not available to administer injectable
uterotonics and oxytocin, leading to the use of misoprostol (400-600 ug orally) by
community healthcare workers (WHO, 2022).

It is advised not to use controlled cord traction (CCT) in environments lacking skilled
birth attendants. Continuous uterine massage should not be used as a preventative
measure for PPH in women who have been given prophylactic oxytocin. Recommended
method for removal of the placenta after cesarean delivery is Oxytocin (IV or IM) and
CCT, uterine tonus assessment used for early identification of atonic uterus in women

postpartum to help prevent PPH (Escobar et al., 2022).

2.7 Treatment of Postpartum Hemorrhage

Treatment of PPH is an important step when talking about one of the most common
causes of maternal mortality worldwide, it accounts for about 25%-30% of all maternal
deaths and atonic uterus is the most common cause of PPH. It happens by any method
of delivery during any time it occurred as reported in 6% of cesarean deliveries and 4%
of vaginal deliveries, it's unpredictable urgent, fast, and sudden massive bleeding that is
a life-threatening complication of delivery (Friedman, 2013).

Health team providers use reasonable methods in preventing and managing PPH
including uterine tonus assessment and massage, uterotonic administration, repair of the
genital tract, retained tissues of placental removal, packing of the vagina, or coagulation
disorders correction. But if the conservative approach doesn’t stop hemorrhage, another
method such as ligation of the hypogastric artery, and hysterectomy must be used. It’s
important to use because if not done it could result in mortality (Lin, ,C.Y., et al, 2021).

The drug of choice for treating PPH is oxytocin given intravenously as the first-line

uterotonic. If oxytocin doesn't work or isn't available intravenously, ergometrine can be

used intramuscularly, or a fixed dose of oxytocin-ergometrine, or a prostaglandin drug
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like sublingual misoprostol (800 pg) is recommended. No data exists on whether giving
an extra 800-ug dose of misoprostol is safe or effective for treating PPH in women who
have already been given 600 pg of oral misoprostol. It is advised to use isotonic
crystalloids instead of colloids when providing initial intravenous fluid resuscitation for
women with PPH (Escobar et al., 2022).

Mothers diagnosed with PPH after giving birth should receive intravenous tranexamic
acid as soon as PPH is identified, but no later than 3 hours after birth. Tranexamic acid
should be given intravenously at a rate of 1 g (100 mg/ml) per minute for 10 minutes,
with a second dose given if bleeding persists after 30 minutes, or if bleeding recurs
within 24 hours of the first dose. Uterine massage is advised for managing PPH. Using
external aortic compression or uterine bimanual compression for treating postpartum
hemorrhage from an atonic uterus after vaginal birth is advised as a temporary solution

until proper care is accessible (Wormer, 2022).

When the mother doesn't react to uterotonics treatment or if these medications are not
accessible, the use of uterine balloon tamponade is advised as an efficient nonsurgical
method to possibly enhance survival in women with PPH caused by uterine atony, after
excluding retained products of conception or uterine rupture as possible factors. The use
of uterine packing is not advised for managing postpartum hemorrhage caused by
uterine atony following vaginal delivery. Medical procedures like compression suture
methods, ligation of uterine and hypogastric arteries, and removal of the uterus. The
main focus is on halting the bleeding before the patient experiences clotting issues and
organ damage due to poor blood flow. Conservative methods should be attempted
initially, with a quick transition to more invasive treatments if the former are

unsuccessful. (Escobar and colleagues, 2022).

2.8 Complications of Postpartum Hemorrhage

When a mother had excessive blood loss post-delivery (postpartum hemorrhage), this
put the mother at risk of hypovolemic shock, when they lose more than 20% of the
blood, they develop tachypnea, tachycardia, hypotension narrow pulse pressure, and
capillary refill delayed. All of this will lead to ischemic injury to the brain, liver, kidney,
and heart. Postpartum hypopituitarism (Sheehan syndrome) is a complication of
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postpartum hemorrhage due to excessive blood loss. The complications related to
management include the following: Transfusion-related complications, acute lung
injury, Infections, and hemolytic transfusion reactions (Wormer KC., et al, 2022 &
Nishimwe , A,, et al., 2021).

2.9 Midwives' Competency for active management of the third stage
off labor and Their Role

Numerous research studies seek to understand midwives' perspectives on AMTSL. One
significant study compares the knowledge of midwives who work with laboring women
and receive updated training on postpartum hemorrhage and neonatal resuscitation
through a mobile application teaching strategy for 6 months. The researcher's goal is to
assess the impact of the mobile application as a guide to midwives' practice. A paired-
sample t-test was utilized to assess the difference in mean knowledge and skills scores
for PPH before and after the intervention. The nurses' and midwives' knowledge and
skills in managing PPH and neonatal resuscitation were enhanced up to 6 months after
the implementation of the mobile learning intervention (Nishimwe, A., et al., 2021).

2.10 Factors Affecting Midwives' Competency to Enhance Prevention
of PPH

Many factors can affect the midwives' competency in practicing the AMTSL during
childbirth. These factors include having strategies and protocols to identify women at
high risk of PPH early inability to access quality emergency obstetrical services, lack of
transportation, lack of awareness, and lack of trained health professionals. Further,
providing ongoing training for healthcare professionals, and enhancing educational
materials for the mother and family members to help them recognize signs of PPH
(Wake & Wogie, 2020).

Another study by Than et al., (2017), measures the midwife's awareness of oral
misoprostol administration in preventing postpartum hemorrhage in resource-limited
settings. It supports home delivery and provides guidelines for safe home delivery by
training the midwives. Other factors were found to have a significant association with

the proper application of AMTSL among midwives, such as loading uterotonic drugs
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before the third stage of labor, having in-service training, work experience, and
knowledge of AMTSL (Callister & Edwards, 2017).

Working in a training and teaching hospital can influence the midwives' knowledge and
practice more than in other health facilities according to a scientific study done in Nepal
included only one training center hospital. It was found that healthcare providers and
midwives in these hospitals can get their knowledge and experience from a gynecologist
and other senior staff because they often work under supervision. providers who
managed the third stage of labor with assistance were two times more likely to practice
AMTSL appropriately compared to those who managed 3" stage of labor alone
(Oyetunde M. O. et al, 2015).

2.11 Summary

AMTSL is cost effective simple and practical intervention to decrease the incidence of
PPH. It has been globally supported and widely promoted for more than a decade as
part of programs for the reduction of maternal mortality. The routine practice of
AMTSL has been shown to dramatically reduce hemorrhage, midwives have to know

the components of AMTSL, the time of application, and committed practice.
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Chapter Three

Conceptual framework

3.1 Introduction:

This chapter includes conceptual and operational definitions of the independent and
dependent variables. The conceptual framework addresses the major concepts and
variables of this study including the knowledge and practice of the midwives toward
AMTSL.

3.2 Conceptual definition of independent variables:

1. Social demographic characteristics: These characteristics refer to the social and
demographic factors that influence people's lives and experiences. These
characteristics include factors such as age, ethnicity, race, gender, educational
attainment, marital  status, occupational status, and  socioeconomic
status. Understanding sociodemographic characteristics is crucial for addressing
health disparities and developing interventions to improve health outcomes in
different contexts (Bel-Serrat et al., 2018).

3.2 Conceptual definition of dependent variables:

1. Competencies: these are skills, knowledge, and capabilities that a person should
have possessed when practicing, completing assigned tasks, or achieving required

goals. It mainly depends on individual knowledge and practice.
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2. Knowledge: it is about the individual awareness of facts or applied skills, and may
also refer to familiarity with certain tasks. Knowledge of facts, also called
propositional knowledge, is often defined as true belief that is different from opinion

or implication by justification (Zins & technology, 2007).

3. Practice: The act of doing something regularly or repeatedly to improve skills
when doing it. it is also a job or business that involves a lot of skills or training and
then done often as a habit, or tradition (Cambridge Dictionary,2013).

3.4 Operational definitions of the independent variables:

1. Social demographic characteristics: This study will identify the following socio-
demographic characteristics of the midwives (Age, marital status, educational level).
Work related factors such as (work place , years of experience in labor room, take

traning regarding AMTSL, availability of written protocol in wark place).

3.5 Operational definitions of the dependent variables
1. Competencies

This study will measure the competency of the midwives regarding active management
of the third stage of labor. Measuring the extent to which midwives demonstrate proper
knowledge and practice regarding the active management of the third stage of labor

helps promote childbirth and prevent postpartum hemorrhage.

Knowledge

It’s the intellectual perception of Midwives about active management of third labor and
the key components involved in management to prevent PPH. To measure the level of
the midwives' knowledge of the importance of administering the uterotonic drug,
controlling cord traction of the placenta, and the application of uterine tonus
assessment.

Practice

To witness the practical implementation of AMTSL by the midwives. Watching how
they handle the third stage of labor and seeing their procedures. The updated standard
(WHO, 2022) advises that all midwives must receive training on the AMTSL protocols
per National guidelines. Correct implementation of Active Management of the Third

Stage of Labor (AMTSL) involves giving uterotonic medication, applying controlled
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cord traction, and performing uterine tonus assessment . Dupont et al. (2014) strongly
recommend giving prophylactic oxytocin during baby delivery while providing counter
traction when the uterus is contracted. This was measured by observing the midwives
practice of AMTSL by using check list.

The following Figure (3.1) show the Conceptual Frameworks Diagram

Midwives’ competency toward AMTSL

Midwives characteristic Knowledge about Midwives Practices
= Age —_—> Thicdst Clab toward AMTSL
= iird stage of labor . L
= Marital status [ = Uterotonic administration

=  AMTSL protocols N =  Controlled cord traction

= Educational level .

. oy Tteri
= National guidelines Uterine tonus assessment

delay cord clamp

*  Work place

t J

Figure (3.1): Conceptual Frameworks Diagram
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Chapter Four

Research Methodology

4.1 Introduction:

This chapter aims to define and clarify the implemented methodology in this research
which examines the Assessment of the Midwives’ Competency Regarding Active
Management of the third Stage of Labor in Hebron Hospitals in Palestine. The
researcher depends on several techniques to accomplish this study and achieve the
stated goals. Ethical Consideration and permission, Study instrument, validity and
reliability of Instrument Pilot study, Data collection, Data entry and analysis, and

Summery.

4.2 Study Design:

This study used a Quantitative, descriptive cross-sectional design to examine the
midwives' knowledge and competencies toward AMTSL. This includes assessing the
midwives' knowledge about AMTSL, and their practices of managing the third stage of
labor and applying the AMTSL in Hebron hospitals the West Bank/ Palestine. The

study used two separate tools (observational checklist and Questionnaires).

4.3 Setting:

This study was conducted at 6 hospitals located in Hebron governorate. It includes the

Government and private hospitals that are located in different places in Hebron and
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provide maternal health care. The government hospitals are Alia, Yatta, and Al-
Mohtaseb Hospitals. The private hospitals are: Al_Mezan, Al-Ahli, and Al-Helal

hospitals.
4.3.1. Government hospitals

1. Alia Hospital

Alia Hospital is also known as Princess Alia Hospital. It is a government hospital that is
managed by the Palestinian Ministry of Health. It was built in 1957 and has 237 beds. It
employs 596 staff, The Maternity ward at Alia Hospital had 8 beds in the labor room
and 30 beds in the post-natal wards. The number of midwives working at Alia Hospital
IS 34 midwives. The total number of normal vaginal deliveries is nearly 4463 and the

number of cesarean deliveries is 1242 delivery each year (MoH, 2021).
2 .Yatta Hospital

Yatta is a Town in the Hebron Governorate, located 9 km south of Hebron city, in the
southern part of the West Bank. The maternity ward at Yatta Hospital had 3 beds in the
labor room and 16 beds in the post-natal wards. The number of midwives working at
Yatta Hospital is 15 midwives. The total number of normal vaginal deliveries is nearly
3711 each year (MoH, 2021).

3 .Al-Mohtaseb hospital

Al-Mohtaseb Hospital is a government hospital that is managed by the Palestinian
Ministry of Health. It is located in old Hebron city. The maternity ward at Mohammad
Ali Al-Mohtaseb hospital had 2 beds in labor room and 14 bed postnatal the total
number of employees is 129. The number of midwives working at Mohammad Ali Al-
Mohtaseb hospital is 13 midwives. The total normal number of normal vaginal
deliveries is nearly 2607 each year (MoH, 2021).

4.3.2. Private hospitals

1. Al_Mezan Hospital:

Al_Mezan Hospital is one of the most important hospitals in Hebron. The maternity

ward at Almezan Hospital had 3 beds in the labour room and 15 beds in the post-natal
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wards. The number of midwives working at Almezan Hospital is 15 midwives. The
total normal number of normal vaginal deliveries is nearly 2344 each year (MoH, 2021).

2. Al_Ahli Hospital

This hospital has a labor ward that is considered a unit of the baby-friendly hospital. It
contains 9 beds in the delivery unit, and (34) beds in the post-delivery and gynecology
wards. The number of midwives who are working at this hospital is 30 midwives. They
are highly trained, and certified Midwives. The number of normal vaginal deliveries
each year is nearly accounts for 5390 deliveries, and the number of caesarian deliveries
is 1614 delivery (MoH, 2021).

3. Al-Helal Hospital:

Al-Helal Hospital is located in the center of Hebron city. The maternity ward at Al-
Helal Hospital had 3 beds in the labor room and 20 beds in the post-natal wards. The
number of midwives working at Al-Helal Hospital is 30 midwives. The total normal
number of normal vaginal deliveries is nearly 4934 each year (MoH, 2021).

4.4 Study population and sampling

The target group of this study includes all the midwives who were working in labor
word at the selected hospitals in Hebron governorate West Bank/Palestine within the
period of the study that started in June 2023 to December 2023. The total number of
midwives was 132 midwives distributed among the six selected hospitals in Hebron.
The researcher was able to take the number of midwives from each hospital through the
assigned meeting with the nursing administrators of the selected hospitals, and from the
recorded number of midwives in the annual report (MOH as Annual Report, 2022).

Table 4.1 shows the distribution of the midwives in each hospital.
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Table (4.1): Name of the selected hospitals and number of midwives distributed per

hospital
No. | Hospitals name Hospitals Type | Midwives
No
1 Al-Mohtaseb Hospital Governmental 15
2 Hebron Hospital (Alia) Governmental 23
3 Yatta Hospital Governmental 15
4 Al-Mizan Hospital Private 23
5 Al-Ahly Private Hospital | Private 23
6 Al-Hilal Private Hospital | Private 33
Total 6 132
Sample Size

The sample size was calculated by the use of online sample size calculators (Raosoft,
2012). It was calculated according to the total number of midwives in the selected six
hospitals. The estimated sample size was calculated with a statistical significance level
of 95% confidence interval, and of 0.05 error. The final calculated sample size was 99

Midwives according to this statistical equation.

x = Z(%/100)2r(100-r)

n =NXl(n1)E2 + x)
E=Sart[N - "%, 5]

The sample size, denoted by n, along with the margin of error E, depends on the
population size N, the response fraction r, and the critical value Z(c/100) for the

confidence level.
Yet, 125 midwives consented to take part in this study during the data collection period

Type of the sample: the type of sampling that was used in this study is a convenient
sample. Therefore, the findings of this study can be generalized only to studies that are
conducted in a similar context and use a similar study design but not to the entire

population because it was based on the convenience sampling method (Andrade , 2021).
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Inclusion criteria:

- Registered midwives with a diploma, bachelor's degree, or higher education.

- Midwives who were working in the labor ward in the six selected hospitals during
the period of the study. The inclusion into the study depended on the availability of
the midwives who agreed to provide their informed consent and to participate in the
study.

- One year of work experience or more.

Exclusion criteria:

- Midwife had less than one year of work experience.

4.5 Instruments of the Study

In this study competency of the midwives regarding AMTSL was assessed through the
use of two instruments. The first instrument was a structured self-administered
questionnaire that was used to assess the midwives' knowledge regarding AMTSL. The
second instrument was a checklist that included all the items necessary to investigate the
midwives' practices of AMTSL in the third stage of labor. The checklist was used by the
researcher to observe the midwives' practice of AMTSL in the third stage and to check
the application of each step required in the application of AMTSL.

45.1 Midwives' knowledge of AMTSL (self-administered
guestionnaire)

The self-administered questionnaire was designed by the researcher based on a literature
review. The researcher designed the questionnaire in the English language and was

concerned about the clarity and simplicity of the language. This made it easier for the

midwives to understand.
It consists of the following two parts:

Part one includes assessing the socio-demographic characteristics of the midwives
including (Age, Marital status, educational level, work experience, place of work,

received previous training in AMTSL, and read a written protocols about AMTSL).

Part two includes three domains and 19 items about the Midwives' Knowledge of

AMTSL. The first domain is about assessing the midwives' knowledge before placental
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expulsion which includes 10 items. the second domain for assessing the midwives'
knowledge during the expulsion of the Placenta and it includes three items. The third
domain assessed the midwives' knowledge of AMTSL after Placenta delivered and it
includes 6 items. This part used close-ended questions that had three options (Agree,
neutral, disagree), where true answers are pre-defined by the researcher. The scoring of
knowledge was based on calculating the number of correct answers for each item,
where the correct answer was coded as (1) incorrect and neutral answer as (0), and then
summing them to a total out of 19, then transformed to a score out of 100%. This
scoring system was adopted from a previous study relevant to my study (Molla W et
al.,2021), it considered a score of less than 84% as poor knowledge which is calculated

if the participant wrongly answered three or more items.

4.5.2. Observational checklist to observe midwives' practice of AMTSL

The observation checklist has 3 domains (Before Placental Expulsion, During Placental
expulsion, and After Placental Delivery). The level of practice measured is based on a
series of 20-steps checklists that were used previously by (Molla W et al., 2021). The
choices of the checklist were listed in two points ‘Applied’coded (1) or “Not applied”
coded(0). Evaluation of the practice according to this checklist was done as follows:
Good practice was considered for those who followed the 20 steps of the checklist
correctly. Poor practice of AMTSL.: considered for those midwives who did not follow
at least 3 steps of the checklist correctly (Molla W et al., 2021).

4.6 Validity of the Study questionnaire

Content validity is often done to determine the degree to which the tool of the study will
measure what it was supposed to measure (Elshair et al., 2012; Thatcher., 2010). Content
validity also refers to the degree to which the questionnaire delivers adequate coverage
of the research questions (Saunders et al., 2009). Instruments used in this study were
derived from previous international studies of (Oyetunde M. O. et al, 2015;Yaekob et al.,
(2015;Molla, W., et al, 2021). These studies confirmed the validity and reliability of the
study tools. Further, adaptation of the questionnaire and the check list was done after a
strict review and modification for the content of the two tools. Revision was done by the
researcher and an experienced doctor in the field who supervised the study. Several

meetings were conducted between the researcher and the supervisor to review the
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content, the clarity, and the suitability of each item. Reviewing the tool was an essential
step to ensure that it is congruent with the aim and specific objectives of the study.
Further, to confirm the suitability of this questionnaire to the participants and its
relatedness to the study purpose. Every item was reviewed carefully and modifications
were done to make it clear and consistent with the AMTSL guidelines used in the

Palestinian context.

The modified questionnaire and checklist were then sent to three reviewers who are
experts in the field. The questionnaire was then modified based on the referee's
comments. After incorporating the suggested modifications, the questionnaire and
checklist were sent back to the expert for review to determine if any additional changes
were necessary. Once they were finalized and validated, by the experts and the
supervisor, the study tools ready for the data collection. The study tools are found at the
Appendix (A).

Internal Validity: Internal consistency has been tested by calculating Pearson’s
correlation coefficient of all the item’s scores and to the total score of the axis it
measures. The results are shown in Table (4.2) below and distributed according to the
three domains (1. Before the Expulsion of the Placenta 2. During the Expulsion of the
Placenta 3. After the Expulsion of the Placenta).

Table (4.2): Pearson’s correlation coefficients for measuring the validity of the
questionnaire’s internal consistency for the three domains of the midwives' knowledge
of AMTSL

No. Correlation Coefficient | No Correlation Coefficient
Domainl Domain 2

1 0.776* 11 0.569*
2 0.816* 12 0.621*
3 0.451* 13 0.504*
4 0.497* Domain 3

5 0.615* 14 0.429*
6 0.546* 15 0.497*
7 0.692* 16 0.657*
8 0.641* 17 0.541*
9 0.618* 18 0.661*
10 0.663* 19 0.448*

(*) Function at value (0.05). Correlation is significant at the 0.05 level,
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Pilot Study

A pilot study was conducted on a group of 5 midwives who met the criteria from Al-
Mohtaseb Hospital and Alahli Hospital in Hebron. A pilot study was conducted to
confirm the validity of the tool before starting the data collection. It helped the
researcher to test the clarity of the questionnaire, point out understandability in wording,
determine the real time needed to fill the questionnaire and identify the suitability of the
questionnaire or any vagueness in the presented items. The pilot study was helpful and
no modifications were made to the tool after the pilot testing. The time needed to fill the

questionnaire is 15 minutes.

4.7 Reliability of the study questionnaire:

It is the degree of consistency that measures the attribute; it is supposed to measure
(George and Mallery ,2006). The less variation an instrument produces in repeated
measurements of an attribute, the higher its reliability. Reliability is similar to the
consistency, or dependability of a measuring tool. The test is repeated to the same
sample of people on two occasions and then compares the scores obtained by computing
a reliability coefficient (George and Mallery ,2006). In this study, Cronbach’s alpha was
measured for the questionnaire that assesses the midwives' knowledge of AMTSL.

Cronbach’s Alpha

Cronbach’s alpha is designed as a measure of internal consistency (George D. &
Mallery P, 2006). It investigates if there is consistency between all the items in the
questionnaire and whether all items within the instrument measure the same thing. The
normal range of Cronbach’s coefficient alpha value is between 0.0 and + 1.0, and the
higher values reflect a higher degree of internal consistency. The Cronbach’s coefficient
alpha in this study was calculated for each domain of the questionnaire for all sample.
Values of Cronbach's Alpha in this study were in the range of 0.710 and 0.791. This
range is considered high and ensures the reliability of the three domains (Before
Placental Expulsion, During Placental expulsion, and After Placental Delivery).
Cronbach's Alpha for all the items in the questionnaire was 0.823 which indicates a
very good reliability of the entire questionnaire. Table (4.3) shows the results of
Cronbach's Alpha.

31



Table (4.3): Cronbach's Alpha for each domain of the questionnaire

No | Domain Cronbach’s Alpha
1.| Before Placental Expulsion 0.791
2.| During Placental Expulsion 0.710
3.| After Placental Delivery 0.714
Total 0.823

4.8 Ethical Considerations

Before the beginning of the research study, ethical approval was obtained from the
Ethical Committee at Al-Quds University following the Helsinki ethical issues.
Permission to conduct the study at the government hospitals was taken from the
Ministry of Health. And permission was taken from the nursing directors at the private
hospitals. Oral permission (informed consent) from each participant was obtained. All
ethical issues of research were continued and participation was voluntary.
Confidentiality and anonymity were maintained, the delivered mothers who was
included in the observation part of study was informed about thesis and their consent

were taken.

4.9 Data Collection

The main researcher visited the hospital's administrators and the head nurses responsible
for the maternity units asked to inform all the midwives about the study. Explained the
purpose of the study and took permission for the data collection process. The main
researcher approached potential participants and verbally invited them to participate in
this study. The self-administered questionnaires were distributed with a cover letter, this
letter clarifies the research purpose, the response way, the research aim, and the

information security to have a high response rate.

Participating midwives were told that they were free to withdraw from the study at any
time, and confidentiality was maintained. All participants provided informed consent

orally. The period of the data collection in the study started in June 2023 to December
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2023. The average time for filling out the questionnaire was 15 minutes. The midwives
were asked to put the filled questionnaires in a sealed envelope in a special box labeled
research questionnaire at the reception area without putting their names or the hospital

they worked in.

The observational process was performed by the researcher to assess the accuracy of
implementing the AMTSL at selected Hospitals. Observation studies can enable the
researcher to notice certain practices and it might evaluate the competencies of
midwives toward AMTSL. The participants might not be aware of their faults or the
inaccuracy of the implementation steps. Because participants could reoccur in the
observations, it was not deemed suitable to share the observed data with the participants
as this doubtlessly would have affected the activities that were observed.

The observational checklist that assesses the midwives' practice toward AMTSL was
collected by the researcher and had help of five qualified -assistant midwives who work
in the labor room of each hospital, the assistant had adequate knowledge and enough
trained about AMTSL and they were excluded from the sample. In six hospital the
observation was applied for 125 midwives who working in labor room for 125 case of
delivery, the midwife was observed once to fill the checklist . The participant midwives
knew about the study and the checklist but they didn’t know when the observational
checklist was filled by the researcher or assistant to prevent any bias in collecting the
data the time taken to collect all questioner was two moths but the duration that needed
to fill the check list was six month due to the need to have active delivery and reach to
the third stage of labor to measure the practice and document their observation . All
questionnaires and observation checklists were kept under lock and key for the security

and confidentiality of obtained information.

4.10 Data Analysis

The collected data was entered into the computer software alll data analyses were
performed using Statistical Packages for Software Sciences (SPSS) version 26 Armonk,
New York, IBM Corporation. The researcher herself was able to enter the data after
coding the questions and then cleaning the entered data. The researcher checked all data
to avoid any discrepancies; data was examined for coding and entry errors. Data was
expressed as mean, median, and standard deviation. Quantitative data was expressed as
frequency and percentage.
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The stages of data analysis included: coding the questionnaire, data entry, data cleaning,

constructing frequency tables for all the study variables, testing reliability for each

categorized question, and forming cross-tabulation. The following tests were applied in

this study:

1)

2)

3)

4)

5)

6)

7)

Pearson-Correlation (r) and Cronbach's Alpha tests were used to test the validity

and reliability of the questionnaire respectively.

Descriptive analysis: mean, proportional mean, standard deviation, distribution,

frequency and percentage
Analysis was performed using compare means tests (t-test and ANOVA).

Coefficient analysis was conducted through linear regression analysis to
examine the association between demographic factors and knowledge and

practice scales.

Categorical variables were described using frequency distribution and
percentages. Mean and standard deviation were calculated for socio-

demographic variables.
Statistical significance of p <0.05 was used.

The poor knowledge and practice of AMTSL: considered for those midwives
who did not answered or follow at least 3 steps of the gestioner and checklist
correctly with a score of less than 84-85% respectively dependent on (molla et al
,2021) .

4.11 Summary:

This chapter gives a summary of the methodology employed in this research, including

details on the study design, the specific population targeted, and the data collection and

analysis procedures carried out using SPSS version 26.
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Chapter Five

Results

5.1 Introduction:

This chapter presents the study results following analysis and interpretation of the raw
data on the findings of the data collected. The findings are presented according to the
objective of the study and the questionnaire. It includes the characteristics of the
participant Midwives, Knowledge of the Midwives about AMTSL, their practice of
AMTSL, the relation between the knowledge and practice of midwives about AMTSL,
and the reflection of socio-demographic characteristics on knowledge and practice of
AMTSL. The studied socio-demographic characteristics were: age, marital status, years
of experience, and the level of education on Midwives' competency of AMTSL in

selected hospitals.
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5.2 Sociodemographic Characteristics of the midwives

Table 5.1: Frequency and percent of Sociodemographic Characteristics of the
midwives’ (N=125)

Sociodemographic Characteristics of the Midwives No (%)
Age Less than 25years 4 3.2
25 - 45 years 115 92.0
46 - 60 years 6 4.8
Marital status Single 34 27.2
Married 88 70.4
Divorced 1 0.8
Widowed 2 1.6
Educational level Diploma 26 20.8
Graduate (Bachelor) 87 69.6
Post-Graduate (Master/PhD) 12 9.6
Work place Privet hospital 78 62.4
Governmental hospital 47 37.6
Years of Experience in | 1-5years 43 34.4
labor room
6-10 years 56 44.8
11-15 years 19 15.2
16 and above 7 5.6
Did you take training | Yes 97 77.6
regarding AMTSL?
No 28 22.4
Do you have any written | Yes 97 77.6
protocols about (AMTSL)
available at your No 28 22.4
workplace?
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Table (5.1) showed that the majority of the participating midwives 115 (92.0%), were in
the age group between 25-45 years old, while 6 (4.8%) were between 46 - 60 years old
and 4 (3.2%) were Less than 25 years old. According to the marital status 34 (27.2%)
of the participants were single, 88 (70.4%) were married, 1 (0.8%) divorced and 2
(1.6%) were widowed. The majority of the midwives were educated 87 (69.6%) with
Bachelor degree and 12 (9.6%) post-graduate (Master/PhD), 26 (20.8%) diploma. The
years of experience for the midwives were distributed as follows 43 (44.8 %) had 1-5
years of experience in midwifery, 56 (34.4%) had experience of 6-10 years, 19 (15.2%)
had 11-15 years and 7 (5.6%) had 16 years of experience and above. Midwives who
answered “yes” to taking training regarding AMTSL were 97 (77.6%), and those who
answered “no” were 28 (22.4%). The presence of written protocols at the workplace
was answered by “yes” in about 97 (77.6%) and answered by “no” in 28 (22.4%) of the

midwives.

5.3 level of midwives' knowledge about AMTSL

Question one: What is the level of knowledge about AMTSL among the midwives

in the selected hospitals at Hebron governorate in Palestine?

To answer question one and to understand the level of the midwives' knowledge about
AMTSL mean, median, proportional mean, standard deviation, and frequency were

calculated for the three domains of the midwives' knowledge questionnaire.

Table 5.2 : Midwives’ knowledge level toward AMTSL at Hebron hospitals

N Ful Media Me Std. Proportion Level
I n an al mean *
ma Deviatio
rk n
Total knowledge 12 | 19 15.0 144 | 2.25 76% Poor
5 3
Total knowledge for | 12 | 10 9.0 8.64 | 1.38 86% Good
D1 5
Total knowledge for | 12 | 3 2.0 204 | 0.874 68% Poor
D2 5
Total knowledge for | 12 | 6 4.0 3.74 | 1.07 62% Poor
D3 5

(Domainl: D1, domain 2: D2 and domain 3: D3)

* The knowledge level was measured for those who answered 16 of 19 questions correctly (good

knowledge equivalent to 84% or above.
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The level of knowledge regarding AMTSL in Hebron hospitals is determined by finding
the total mean of the three domains (Domain 1: ‘Before Placental Expulsion’, Domain
2: 'During Placental Expulsion’ and Domain 3: “After Placental Delivery”.
Midwives who answered (16) or above from (19) items correctly considered as good
knowledge (equivalent to 84% or above) and those who answered less than 16 items
considered as poor knowledge. Table 5.2 shows the means for each domain and the
total mean. The overall knowledge, assessed across (19) items, shows a mean score of
(14.43) out of (19) with a median of (15.0) and a standard deviation of (2.25). The total
proportional mean was (76%) which is considered as poor knowledge because it is less
than (84%). When breaking down the knowledge by domains, the results highlight
strengths and weaknesses. For (Domain 1) ‘Before Placental Expulsion’, midwives
scored an average of (8.64 )out of (10), with a median of (9.0 )and a standard deviation
of (1.38), reflecting a good level of knowledge (86%). In contrast, for the (Domain 2)
'During Placental Expulsion’, the average score was (2.04) out of (3), with a median of
(2.0) and a standard deviation of (0.874), indicating a poor knowledge (68%). Similarly,
knowledge related to Domain 3 "After Placental Delivery' was notably lower, with an
average score of (3.74) out of (6), a median of (4.0), and a standard deviation of (1.07),
categorized as poor knowledge (62%).

The frequency of midwives' knowledge in the three domains related to their knowledge
of AMTSL was analyzed in frequency and percentage of their answers presented in the
following table.
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Table 5.3 : Distribution of participants based on their answers to questions related
to their knowledge. (N=125 midwives)

Correct Wrong
Answer Answer
No (%) No (%)

Before Placental Expulsion (Domainl) D1

1. AMTSL should be given for all laboring mothers 118 7 (5.6)
(94.4)

2. Administration of uterotonic drugs is one of the essential | 105 20 (16.0)

components in AMTSL (84.0)

3. Oxytocin is the first-line uterotonic drug recommended in | 116 9(7.2)

AMTSL (92.8)

4. Misoprostol medication is not the first line of uterotonic drugs | 74 51 (40.8)

recommended in AMTSL (59.2)

5. 10 IU is the recommended dose of oxytocin that should be | 125 --

given in AMTSL for PPH prevention (100.0)

6. Oxytocin administration through IM/IV Route for AMTSL 113 12 (9.6)
(90.4)

7. Oxytocin must be stored under the temperature of 2-8 C 117 8 (6.4)
(93.6)

8. The recommended time of uterotonic drug administration to | 120 5 (4.0)

mother in AMTSL after the delivery of the anterior shoulder of | (96.0)
baby

9. The optimal time of uterotonic drug administration in AMTSL | 103 22 (17.6)
is within one minute after delivery of the baby before placental | (82.4)
delivery

10. Midwife should do delay cord clamp 90 35 (28.0)
(72.0)

During Placental Expulsion (Domain2) D2

11. The sign of placental separation is a gush of blood, | 111 14 (11.2)

elongation of the cord, and bulk uterus. (88.8)

12. Apply controlled cord traction is one of the essential | 50 75 (60.0)

components of AMTSL (40.0)

13. midwife should wait 2-3 minutes for strong contraction to do | 94 31 (24.8)

CCT (75.2)

After Placental Delivery (Domain3) D3

14. Uterine tonus assessment is one of the essential components | 113 12 (9.6)

of AMTSL. (90.4)

15. The midwife is doing immediate uterine tonus assessment | 106 19 (15.2)

after placental delivery (84.8)

16. The midwife performs uterine tonus assessment after | 28 97 (77.6)

delivery every 15minutes for the first 2 hrs (22.4)

17. The midwife assessed Placenta for completeness 98 27 (21.6)
(78.4)

18. The midwife informs the mother and demonstrates how | 21 104 (83.2)

uterine tonus assessment and empty her bladder. (16.8)

19. The midwife should be completed AMTSL within half hour 102 23 (18.4)
(81.6)

Table (5.3) presents a detailed breakdown of midwives' knowledge regarding Active

Management of the Third Stage of Labor (AMTSL) across its three critical domains:
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before placental expulsion, during placental expulsion, and after placental delivery,
revealing varying levels of understanding across different components. The results
indicate a high level of correct knowledge in several areas, with notable percentages of
correct answers including (100%) for the recommended dose of oxytocin, (96.0% )for
the timing of uterotonic drug administration, and (94.4%) for administering AMTSL to
all laboring mothers. These high percentages reflect a strong grasp of critical aspects of
AMTSL among participants. Conversely, there are significant gaps in knowledge, as
evidenced by lower correct response rates for questions such as the use of misoprostol
(59.2% correct) and controlled cord traction (40.0% correct). Additionally, areas like
patient education on uterine tonus assessment and bladder emptying showed alarmingly

low correct response rates (16.8% correct).

5.4 Practice of midwives for AMTSL

Question 2 : How do midwives practice AMTSL at the selected hospitals at Hebron

in Palestine?

Table 5.4 : Midwives’ Practice application level toward AMTSL for three Domains

at Hebron hospitals.

N Ful Media | Mea Std. Proportion | Leve
I n n Deviatio al mean I*
Ma n
rk
Practice total score 125 20. 20.00 17. 1.479 89.3% Good
00 85
Practice total score 125 3.0 3.00 2.0 0.907 69.3 % Poor
D1 0 8
Practice total score 125 7.0 7.00 6.4 0.918 91.7% Good
D2 0 2
Practice total score 125 10. 10.00 9.3 0.852 93.4% Good
D3 00 4

(Domainl: D1, domain 2: D2 and domain 3: D3).
*the practice level was measured for those who answered 17 of 20 questions correctly (good

practice)(85%).
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Table (5.4) provides an assessment of midwives' practice application levels regarding
AMTSL at Hebron hospitals. The overall practice score, based on a maximum of 20
items, has a mean of 17.85 with a median of 20.00 and a standard deviation of 1.479,
categorized as good practice (89.3%) because it is above (85% )according to the
evaluation criteria (see * below the Table 5.4). This indicates that midwives generally
apply AMTSL practices effectively.

When examining the practice scores by domains, the data reveals consistent strengths
for domain 2 and domain 3. For the domain 1 'Before Placental Expulsion’, midwives
scored an average of (2.08) out of 3, with a median of (3.00) and a standard deviation of
0.907, reflecting a poor level of practice (69.3%). In contrast, for the domain 2 'During
Placental Expulsion’, the average score was (6.42) out of (7), with a median of (7.00)
and a standard deviation of (0.918), it is indicating a good level of practice (91.7%).
Similarly, For the domain 3 "After Placental Delivery', midwives achieved an average
score of (9.34) out of (10), with a median of (10.00) and a standard deviation of 0.852,

demonstrating a good level of practice (93.4 %).
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Table 5.5 : Distribution of participants based on their answers to questions related
to their practice application. (N=125 midwives)

Applied Not
No (%) applied
No (%)
Before Placental Expulsion D1
1. Check the uterus for the presence of a second baby by 74 (59.2) 51
palpating the maternal abdomen (40.8)
2. Administer 10 IU of oxytocin (IM/IV) to the mother during 92 (73.6) 33
delivery of the anterior shoulder or immediately after the baby (26.4)
delivered
3. Delay cord Clamp close to the mother perineum and hold the 95 (76.0) 30
cord in one hand (24.0)
During Placental Expulsion D2
4. Confirm signs of placental separation (Gush of blood, long 104 (83.2) 21
cord, firm uterus) (16.8)
5. wait for a strong uterine contraction for 2-3 minutes to apply 105 (84.0) 20
CCT (16.0)
6. Stabilize the uterus by applying suprapubic pressure to the 114 (91.2) 11 (8.8)
abdomen of the mother.
7. Gently hold the cord and apply control cord traction with 118 (94.4) 7 (5.6)
suprapubic pressure
8. Hold the placenta supported in two hands and gently turn it 121 (96.8) 4(3.2)
until the membranes are twisted
9. Extract membrane gently with lateral movement 119 (95.2) 6 (4.8)

10. If the membrane tear gently examines the upper vagina and 122 (97.6) 3(2.4)
cervix

After Placental Delivery D3

11. Examine the completeness of the placenta and its membranes | 108 (86.4) 17
(13.6)

12. Place the placenta in a bowl 106 (84.8) 19
(15.2)

13. Check that the uterus does not become relaxed after delivery 121 (96.8) 4 (3.2)
of the placenta

14. Immediately after placental delivery, if the uterus is not 123 (98.4) 2(1.6)
contracted, start massaging the uterus till uterus is hard

15. Examine the woman’s vagina, perineum, and external 119 (95.6) 6 (4.8)
genitalia for lacerations and active bleeding

16. Ensure the uterus does not relax after stopping uterine 125
massage (100.0)

17. Help and teach the mother to empty her bladder 118 (94.4) 7 (5.6)
18. Teach the mother to uterine tonus assessment every 15 119 (95.2) 6 (4.8)
minutes for 1-2 hours

19. Closely monitor the mother in labor room for the first 1 hour 112 (89.6) 13
after delivery (10.4)
20. Teach the mother about normal amount of lochia 117 (93.6) 8 (6.4)

(Domainl: D1, domain 2: D2 and domain 3: D3
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Table (5.5) provides an overview of midwives' checklist items of various practices
related to AMTSL Labor, highlighting both applied and not applied practices among
participants. The Table (5.5) shows a high level of adherence to essential practices,
with several items receiving notably high percentages of application. For instance,
(98.4%) of midwives promptly initiate uterine massage if the uterus is not contracted
immediately after placental delivery, and (100%) ensure the uterus does not relax after
stopping uterine massage. Additionally, (96.8%) check for placental completeness and
monitor for signs of uterine relaxation after delivery, and (95.2%) gently extract
membranes with lateral movement. These high application rates reflect a robust
implementation of critical practices in AMTSL.

While overall adherence is high, some practices have lower application rates and
considered as poor practice level . For example, (59.2% ) of midwives check for the
presence of a second baby by palpating the maternal abdomen, and (73.6%) administer
10 1U of oxytocin at the appropriate time. Similarly, practices such as delaying cord
clamp close to the mother perineum and hold the cord in one hand (76.0%). While
confirm signs of placental separation, wait for strong uterine contraction for 2-3 min to
apply CCT and placing the placenta in a bowl (83.2, 84, 84.8%) respectively, show
room for improvement. Furthermore, teaching the mother to empty her bladder and
teaching her to uterine tonus assessment every 15 minutes for 1-2 hours are applied by
(94.4%) and (95.2%) of midwives, respectively, suggesting that while these practices

are well-implemented, there is still some variability in their application.

5.5 Association between knowledge and practice of midwives about
AMTSL

Question 3: Is there a relationship between the knowledge and practice of

midwives about AMTSL at the selected hospitals at Hebron in Palestine?
In order to test this relationship, a linear regression analysis was used as follow:

Table 5.6 : Regression results for the relationship between Midwives’ knowledge

and Practice implementation

Model R R Square Adjusted R Square

1 0.056° 0.003 -0.005

a. Predictors: (Constant), Total score of knowledge
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The linear regression analysis presented in Table (5.6) investigates the relationship
between midwives' knowledge across three domains and their practice implementation.
The model summary shows an R (correlation) value of (0.056), indicating a very weak
correlation between the total knowledge score and practice implementation. The R?
value is (0.003), suggesting that only (0.3%) of the variance in practice implementation
can be explained by the midwives' total knowledge. The adjusted R? value of (-0.005)
further indicates that the model does not fit the data well when adjusting for the number

of predictors.

Table 5.7 : One-way ANOVA result for the significance of relationship between

Midwives’ knowledge and Practice implementation

Model Sum  of | Df Mean F Sig.
Squares Square

Regression 0.855 1 0.855 0.389 0.534°

Residual 270.553 123 2.200

Total 271.408 124

a. Dependent Variable: Practice total score

b. Predictors: (Constant), Total score of knowledge

In the ANOVA section Table (5.7) the F-value is (0.389) with a p-value of (0.534),
which is not statistically significant. This suggests that there is no significant overall

effect of midwives' total knowledge on their practice implementation.

5.6 Reflection of socio-demographic characteristic on Midwives'

competency of AMTSL in selected hospitals

Question 4 :How will the differences in socio-demographic characteristics of the
midwives reflect the level of their competency toward AMTSL at the selected

hospitals at Hebron in Palestine?

Factors with more than 2 groups (Age, Marital Status, educational level and years

of experience)
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In order to answer this question, analysis using one- way ANOVA was conducted to
assess the impact of socio-demographic variables (e.g., age, marital status, education
level and years of experience) on knowledge and practice scores. Test significancy was
accredited based on (p < 0.05).

5.6.1 Age of the midwives

Table 5.8 : One-way ANOVA results for differences in means of Knowledge and

practice implementation (three domains) level due to age among midwives

ANOVA

Sum  of | Df Mean F P-
Squares Square value

Practice total score | Between 2.743 2 1.371 0.623 | 0.538

Groups

Within Groups 268.665 122 | 2.202

Total 271.408 124
Practice total score | Between 0.153 2 0.077 0.092 | 0.913
D1 Groups

Within Groups 101.879 122 | 0.835

Total 102.032 124
Practice total score | Between 0.063 2 0.031 0.037 | 0.964
D2 Groups

Within Groups 104.465 122 | 0.856

Total 104.528 124
Practice total score | Between 1.529 2 0.765 1.052 | 0.352
D3 Groups

Within Groups 88.679 122 | 0.727

Total 90.208 124
Knowledge total | Between 26.578 2 13.289 | 2.684 | 0.072
score Groups

Within Groups 604.094 122 | 4.952

Total 630.672 124
Total score of | Between 14,981 2 7.490 4,125 | 0.018
knowledge D1 Groups

Within Groups 221.531 122 | 1.816

Total 236.512 124
Total score of | Between 1.273 2 0.637 0.830 | 0.438
knowledge D2 Groups

Within Groups 93.527 122 | 0.767

Total 94.800 124
Total score of | Between 7.483 2 3.742 3.349 | 0.038
knowledge D3 Groups

Within Groups 136.325 122 | 1.117

Total 143.808 124
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(Domainl: D1, domain 2: D2 and domain 3: D3)

The results from Table (5.8) indicate that age does not significantly affect the overall
practice total score or the scores for practice before, during, and after placental delivery
among midwives. However, the total knowledge score shows a trend towards
significance (p = 0.072), implying that age might influence overall knowledge, although
this effect is not statistically significant at the conventional alpha level. Notably, there
are significant differences in the total score of knowledge before (p = 0.018) and after

placental delivery (p = 0.038).
5.6.2 Marital status of the midwives

Table 5.9: One-way ANOVA results for differences in means of Knowledge and

practice implementation (three domains) level due to marital status of midwives

ANOVA
Sum of | Df Mean F P
Squares Square val
ue
Practice total | Between 2.270 3 0.757 0.340 0.7
score Groups 96
Within Groups 269.138 121 2.224
Total 271.408 124
Practice total | Between 2.730 3 0.910 1.109 0.3
score D1 Groups 48
Within Groups 99.302 121 0.821
Total 102.032 124
Practice total | Between 1.055 3 0.352 0.411 0.7
score D2 Groups 45
Within Groups 103.473 121 0.855
Total 104.528 124
Practice total | Between 1.783 3 0.594 0.813 0.4
score D3 Groups 89
Within Groups 88.425 121 0.731
Total 90.208 124
Knowledge Between 18.463 3 6.154 1.216 0.3
total score Groups 07
Within Groups 612.209 121 5.060
Total 630.672 124
Total score of | Between 8.523 3 2.841 1.508 0.2
knowledge Groups 16
D1 Within Groups 227.989 121 1.884
Total 236.512 124
Total score of | Between 1.402 3 0.467 0.606 0.6
knowledge Groups 13
D2 Within Groups 93.398 121 0.772
Total 94.800 124
Total score of | Between 9.372 3 3.124 2.812 0.0
knowledge Groups 42
D3 Within Groups 134.436 121 1.111
Total 143.808 124
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(Domainl: D1, domain 2: D2 and domain 3: D3)
Table (5.9) presents the one-way ANOVA results for differences in the means of

knowledge and practice implementation across three domains, based on the marital
status of midwives.

Practice Total Score: The ANOVA results indicate that there are no significant
differences in the overall practice scores among different marital status groups (F =
0.340, p = 0.796). This lack of significance is also observed for practice scores before (F
= 1.109, p = 0.348), during (F = 0.411, p = 0.745), and after placental delivery (F =
0.813, p = 0.489).

Total Knowledge: Similarly, there are no significant differences in total knowledge
scores based on marital status (F = 1.216, p = 0.307). However, the total score of

knowledge after placental delivery shows a significant difference (F = 2.812, p = 0.042).

5.6.3 Educational level of the midwives

Table 5.10 : One-way ANOVA results for differences in means of Knowledge and

practice implementation (three domains) level due to educational level of midwives

ANOVA

Sum of | Df Mean F P-
Squares Square value
Practice  total | Between Groups | 10.006 2 5.003 2.335 | 0.101
score Within Groups 261.402 122 2.143
Total 271.408 124
Practice  total | Between Groups | 0.145 2 0.072 0.087 | 0.917
score D1 Within Groups 101.887 122 0.835
Total 102.032 124
Practice  total | Between Groups | 1.225 2 0.612 0.723 | 0.487
score D2 Within Groups 103.303 122 0.847
Total 104.528 124
Practice  total | Between Groups | 3.612 2 1.806 2.544 | 0.083
score D3 Within Groups 86.596 122 0.710
Total 90.208 124
Knowledge Between Groups | 4.758 2 2.379 0.464 | 0.630
Total score Within Groups 625.914 122 5.130
Total 630.672 124
Total score of | Between Groups | 2.261 2 1.130 0.589 | 0.557
knowledge D1 Within Groups 234.251 122 1.920
Total 236.512 124
Total score of | Between Groups | 2.446 2 1.223 1.616 | 0.203
knowledge D2 Within Groups 92.354 122 0.757
Total 94.800 124
Total score of | Between Groups | 4.425 2 2.212 1.936 | 0.149
knowledge D3 Within Groups 139.383 122 1.142
Total 143.808 124
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(Domainl: D1, domain 2: D2 and domain 3: D3)

Table (5.10) displays the results of a one-way ANOVA evaluating the differences in the
means of knowledge and practice implementation across three domains, based on the

educational level of midwives.

Practice Total Score: The analysis shows no significant difference in overall practice
scores based on educational level, with an F-value of 2.335 and a p-value of 0.101. The
practice scores before (F = 0.087, p = 0.917), during (F = 0.723, p = 0.487), and after
placental delivery (F = 2.544, p = 0.083) also do not show significant variations.

Total Knowledge: Similarly, there are no significant differences in total knowledge
scores across educational levels, with an F-value of 0.464 and a p-value of 0.630. This
lack of significance is observed for knowledge scores before (F = 0.589, p = 0.557),
during (F = 1.616, p = 0.203), and after placental delivery (F = 1.936, p = 0.149).

In summary, the educational level of midwives does not significantly impact their

practice scores or knowledge levels in any of the domains assessed.
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5.6.4 Years of midwives Experience in labor room

Table 5.11 : One-way ANOVA results for differences in means of Knowledge and

practice implementation (three domains) level due to years of experiences of

midwives
ANOVA
Sum of Df Mean F P-
Squares Square value

Practice total Between 5.677 3 1.892 0.862 0.463
score Groups

Within Groups 265.731 121 2.196

Total 271.408 124
Practice total Between 3.261 3 1.087 1.332 0.267
score D1 Groups

Within Groups 98.771 121 0.816

Total 102.032 124
Practice total Between 0.913 3 0.304 0.355 0.785
score D2 Groups

Within Groups 103.615 121 0.856

Total 104.528 124
Practice total Between 2.489 3 0.830 1.145 0.334
score D3 Groups

Within Groups 87.719 121 0.725

Total 90.208 124
Knowledge total Between 31.231 3 10.410 2.101 0.104
score Groups

Within Groups 599.441 121 4.954

Total 630.672 124
Total score of Between 4.564 3 1.521 0.794 0.500
knowledge D1 Groups

Within Groups 231.948 121 1.917

Total 236.512 124
Total score of Between 2.361 3 0.787 1.030 0.382
knowledge D2 Groups

Within Groups 92.439 121 0.764

Total 94.800 124
Total score of Between 12.871 3 4.290 3.965 0.010
knowledge D3 Groups

Within Groups 130.937 121 1.082

Total 143.808 124

(Domainl: D1, domain 2: D2 and domain 3: D3)

Table (5.11) presents the results of a one-way ANOVA assessing the differences in
means of knowledge and practice implementation in three domains, categorized by the

years of experience of midwives.
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Practice Total Score: There is no significant difference in the total practice scores
among midwives with different years of experience, with an F-value of 0.862 and a p-
value of 0.463. The practice scores before (F = 1.332, p = 0.267), during (F = 0.355, p =
0.785), and after placental delivery (F = 1.145, p = 0.334) also show no significant

variations.

Total Knowledge: Similarly, no significant differences are observed in the total
knowledge scores based on years of experience, with an F-value of 2.101 and a p-value
of 0.104. This lack of significance is also reflected in the knowledge scores before (F =
0.794, p = 0.500) and during (F = 1.030, p = 0.382) placental expulsion. However, there
is a significant difference in the knowledge scores after placental delivery, with an F-
value of 3.965 and a p-value of 0.010.

Factors (variables) with 2 groups (Workplace, training regarding AMTSL, and

existence of written protocol at workplace)

To address this question, an independent samples t-test was used to compare the mean
of the participants’ knowledge and practice level in overall and in the three domains
(before, during and after placental expulsion). The p-value was reported as significant at
the level of (p < 0.05).
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5.6.5 Work place

Table 5.12 : T-test results for differences in means of Knowledge and practice

implementation level due to work-place of midwives

work place N Mean Std. T P-
Deviatio value
n
Practice total private 78 18.02 1.227 1.663 | 0.134
score hospital
governmental 47 17.57 1.802 1.517
hospital
Practice total private 78 211 0.925 0.433 | 0.665
scoreD1 hospital
governmental 47 2.04 0.883 0.438
hospital
Practice total private 78 6.39 0.872 0.415 | 0.679
score D2 hospital
governmental 47 6.46 0.996 0.402
hospital
Practice total private 78 9.51 0.768 2,937 | 0.004
score D3 hospital
governmental 47 9.06 0.918 2.810
hospital
Knowledge total | private 78 14.42 2.147 0.057 | 0.955
score hospital
governmental 47 14.44 2.447 0.055
hospital
Total score of private 78 8.67 1.463 0.327 | 0.744
knowledge D1 hospital
governmental 47 8.59 1.245 0.341
hospital
Total score of private 78 2.10 0.782 1.031 | 0.336
knowledge D2 hospital
governmental 47 1.93 1.008 0.969
hospital
Total score of private 78 3.64 1.080 1.382 | 0.169
knowledge D3 hospital
governmental 47 3.91 1.059 1.389
hospital

(Domainl: D1, domain 2: D2 and domain 3: D3)
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Table(5.12) summarizes the t-test results comparing the knowledge and practice
implementation levels of midwives based on their workplace, specifically between those

employed in private hospitals and governmental hospitals.

Practice Total Score: The overall practice scores do not show a significant difference
between midwives working in private hospitals (mean = 18.02) and those in
governmental hospitals (mean = 17.57), with a t-test result of 1.663 and a p-value of
0.134. Similarly, there are no significant differences in practice scores measured before
(t = 0.433, p = 0.665) or during placental expulsion (t = 0.415, p = 0.679). However,
there is a significant difference in practice scores after placental delivery, with
midwives in private hospitals scoring higher (mean = 9.51) compared to those in
governmental hospitals (mean = 9.06), yielding a t-test result of 2.937 and a p-value of
0.004.

Total Knowledge: No significant differences are observed in the total knowledge
scores between the two groups, with mean scores of 14.42 for private hospitals and
14.44 for governmental hospitals (t = 0.057, p = 0.955). Furthermore, no significant
differences are found in knowledge scores before (t = 0.327, p = 0.744), during (t =
1.031, p = 0.336), or after placental delivery (t = 1.382, p = 0.169).
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5.6.6 Take training regarding AMTSL

Table 5.13 : T-test results for differences in means of Knowledge and practice
implementation level due to training regarding AMSTL of midwives

Did you take | N Mean Std. T P-
training regarding Deviati value
AMTSL? on
Practice total score | Yes 97 17.79 1.540 - 0.384
0.87
4
No 28 18.07 1.245 -
0.98
3
Practice total | Yes 97 2.10 0.918 0.34 0.731
score D1 5
No 28 2.03 0.881 0.35
3
Practice total | Yes 97 6.34 0.988 - 0.010
score D2 1.92
0
No 28 6.71 0.534 -
2.62
7
Practice total | Yes 97 9.35 0.854 0.15 0.874
score D3 8
No 28 9.32 0.862 0.15
7
Knowledge total | Yes 97 14.72 2.206 2.74 0.007
score 2
No 28 13.42 2.167 2.76
9
Total score of | Yes 97 8.80 1.255 2.39 0.018
knowledge D1 7
No 28 8.10 1.663 2.05
5
Total score of | Yes 97 2.12 0.869 2.01 0.046
knowledge D2 7
No 28 1.75 0.844 2.04
9
Total score of | Yes 97 3.79 1.098 0.96 0.338
knowledge D3 2
No 28 3.57 0.997 1.01
5

(Domainl: D1, domain 2: D2 and domain 3: D3)
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Table (5.13) presents the t-test results comparing knowledge and practice
implementation levels related to AMTSL between midwives who received training on
AMTSL and those who did not.

Practice Total Score:

There is no significant difference in the overall practice scores between midwives who
received AMTSL training (mean = 17.79) and those who did not (mean = 18.07), with a
t-test result of -0.874 and a p-value of 0.384. Similarly, no significant differences are
observed in practice scores measured before placental expulsion (t = 0.345, p = 0.731)
and after placental delivery (t = 0.158, p = 0.874). However, practice scores during
placental expulsion show a significant difference, with trained midwives having a lower
mean score (6.34) compared to those without training (6.71), resulting in a t-test value
of -1.920 and a p-value of 0.010.

Total Knowledge:

Significant differences are observed in total knowledge scores. Midwives who received

AMTSL training have a higher mean total knowledge score (14.72) compared to those
who did not (13.42), with a t-test result of 2.742 and a p-value of 0.007. This suggests
that AMTSL training is associated with improved overall knowledge. Significant
differences are noted in knowledge scores before placental expulsion (t = 2.397, p =
0.018) and during placental expulsion (t = 2.017, p = 0.046), indicating that training
positively affects knowledge at these stages. However, there is no significant difference
in knowledge scores after placental delivery (t = 0.962, p = 0.338).
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5.6.7 Written protocols about (AMTSL) available at workplace

Table 5.14 :T-test results for differences in means of Knowledge and practice
implementation level due existence of written protocols about (AMTSL) available

at workplace.

Did you take | N Mean Std. T P-

training  regarding Deviatio value

AMTSL? n
Practice total | Yes 97 17.79 1.540 - 0.384
score 0.874

No 28 18.07 1.245 -

0.983

Practice total | Yes 97 2.10 0.918 0.345 | 0.731
score D1 No 28 2.03 0.881 0.353
Practice total | Yes 97 6.34 0.988 - 0.010
score D2 1.920

No 28 6.71 0.534 -

2.627

Practice total | Yes 97 9.35 0.854 0.158 | 0.874
score D3 No 28 9.32 0.862 0.157
Knowledge Yes 97 14.72 2.206 2.742 | 0.008
total score No 28 13.42 2.167 2.769
Total score of | Yes 97 8.80 1.255 2.397 | 0.047
knowledge D1 No 28 8.10 1.663 2.055
Total score of | Yes 97 2.12 0.869 2.017 | 0.046
knowledge D2 No 28 1.75 0.844 2.049
Total score of | Yes 97 3.79 1.098 0.962 | 0.338
knowledge D3 No 28 3.57 0.997 1.015

(Domainl: D1, domain 2: D2 and domain 3: D3)

Table (5.14) provides the t-test results comparing the knowledge and practice
implementation levels related to AMTSL between midwives with and without written

protocols about AMTSL available at their workplace.

Practice Total Score: There are no significant differences in the overall practice scores

between midwives who received AMTSL training (mean = 17.79) and those who did
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not (mean = 18.07), with a t-test result of -0.874 and a p-value of 0.384. This pattern
holds for practice scores before placental expulsion (t = 0.345, p = 0.731) and after
placental delivery (t = 0.158, p = 0.874). However, practice scores during placental
expulsion show a significant difference, with midwives without written protocols
achieving a higher mean score (6.71) compared to those with protocols (6.34), resulting

in a t-test value of -1.920 and a p-value of 0.010.

Total Knowledge: Significant differences are observed in overall knowledge scores.
Midwives with written protocols have a higher mean total knowledge score (14.72)
compared to those without (13.42), with a t-test result of 2.742 and a p-value of 0.008.
This indicates that the presence of written protocols is associated with greater overall
knowledge. Significant differences are also found in knowledge scores before placental
expulsion (t = 2.397, p = 0.047) and during placental expulsion (t = 2.017, p = 0.046),
suggesting that having written protocols positively affects knowledge for these domains.
However, there is no significant difference in knowledge scores after placental delivery
(t=0.962, p = 0.338).
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Chapter six

Discussion

6.1 introduction

This chapter discusses the study findings on midwives' knowledge and competency
regarding the Active Management of the Third Stage of Labor (AMTSL) at Hebron
hospitals in Palestine. The discussion includes the major four research questions
findings which are; the level of midwives' knowledge and practice of AMTSL, the
association between the knowledge and practice of midwives about AMTSL and the
impact of socio-demographic characteristics on the midwives' knowledge and practice.
The discussion integrates these results with the existing literature and it includes other
section which are conclusion of the study, strengths and limitations and

recommendations.

6.2 Socio-demographic characteristic of the midwives

In this study, The response rate was 100% from 125 respondents who filled-in and
returned the questionnaire and all of the observational check list were filled by assistant
members while in the study done in Oman had survey achieved a response rate of 80%

(Al-Jabri et al., 2024) . The vast majority of the midwives staff who participated was
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between 25-45 years old (92.0%) which is close to result in (Wake et al.,2020) where
the mean age of study participants was 35 years + 7.28 (SD) and in (Muyanga et
al.,2022) it was (78.7%). According to the marital status the majority was married
(70.4%) which is close to the (Wake et al.,2020) study where the married midwives
were (67.6%). The educational level of the majority was graduate (Bachelor) (69.6%)
this corresponds to the study were done in Ethiopia was (62.2%) for the graduate
(Bachelor) (Molla et al., 2021).For the years of experience, (44.8 %) of the staff had 6-
10 years and (34.4%) of the staff had one to five years and it corresponds to the study
found in (Wake et al.,2020) were ( 39.9% and 36.7%) respectively according to the
years of experience. The staff who answered “yes” for taking a training regarding
AMTSL was (77.6%), and who answered “no” (22.4%) it was in line with study found
in Cameron (Tih et al.,2021) (84%) had received training on AMTSL and (16% ) who
did not. The percentage of staff who answered “yes” for that they have any written
protocols about (AMTSL) available at workplace was (77.6%) and who answered “no”
was (22.4%) while in study of (Wake et al.,2020) the percentage of participant who
answered Yes (47.5%) and who answered No (52.5%).

6.3 Knowledge of AMTSL among midwives

In this study the total knowledge score for all domains was (76%) and according to the
evaluation criteria ( > 84%) this score indicates a poor knowledge of midwives
regarding to AMTSL. This finding is lower than the results in the southern Nigeria
study which reported that (90.6%) were knowledgeable about AMTSL (Akinola
etal.,2009). However, its higher than the study in Nigeria (Oyetunde et al.,2015) which
find that (66.7%) were knowledgeable. Also, in the study Oman (n = 132, 55%)
correctly identified the core characteristics of the recommended management of TSL of
WHO guidelines (Al-Jabri et al., 2024). while were three studies which reported low
knowledge level, one of these studies was conducted in Tanzania and the other two
studies were done in Ethiopia with knowledge level (50.3%, 51.5% and 53.4%)
respectively (Muyanga et al.,2022, Yaekob et al., 2015 and Molla et al., 2021). This
could be due to educational level, in Ethiopian study with knowledge level of (51.5%)
the majority of participants had a diploma (82.6%) and this is also found in Tanzanian
study where the majority of participants hold a diploma with 5 years of working

experience While in this study, the majority of participants had a bachelor degree
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(69.6%) this could be one of the reasons for having higher knowledge level. When
breaking down the knowledge by domains, the results highlight strengths and
weaknesses. For the (Domain 1) “Before Placental Expulsion”, midwives reflecting a
good level of knowledge (86%). The data shows strong knowledge, with high
percentages of correct responses, such as (100%) for the recommended dose of
oxytocin. This is higher than the study in Ethiopia, Northern Ethiopia and Tanzania
which showed that (89%, 88.5% and 87.4%) respectively of midwives had awareness
on recommended dose of oxytocin intramuscular injection as a first line drug for PPH
management (Yaekob et al., 2015, Wake et al.,2020, Ramadhani et al., 2011). In
addition, for “the recommended time of uterotonic drug administration in AMTSL after
the delivery of the anterior shoulder” was ( 96.0%) which also indicate a good
knowledge about this item. This finding is consistent with (Wake et al.,2020) study
where ( 88.5%) of midwives knew the time of administration of oxytocin for
management of AMTSL which aligns with guidelines that had set by the World Health
Organization (WHO) and the International Federation of Gynecology and Obstetrics
(FIGO) while in (Oyetunde et al., 2015) study about (79.9%) give oxytocin on delivery
of the anterior shoulder. These results suggest that midwives are well-informed about
essential practices for preventing postpartum hemorrhage. However, there are gaps in
understanding the role of misoprostol, with only 59.2% of correct answers, this may be
due to some hospital policy that presented in unsupported area and this indicating a
need for more focused education on uterotonic options. Misoprostol is considered as a
safe alternative for the prevention of PPH when administered immediately after the
birth where oxytocin is not available according to the WHO recommendations (Hobday
et al., 2020). This highlights the need for continuous professional development and
updated training programs to ensure midwives are well-versed in all recommended
uterotonic drugs and their applications. training on the protocol.

In contrast, for the (Domain 2) “During Placental Expulsion”, indicating a poor
knowledge (68%). The item “The sign of placental separation is a gush of blood,
elongation of the cord, and bulk uterus” had the highest percentage in this domain with
(88.8%). This aligns with (Wake et al, 2020) study with (82.7%) regarding the
knowledge of three essential components of AMTSL. These finding were much higher
than the result of Tanzanian study which showed that only (9% ) of participants were

knowledgeable on that three essential components as in the definition of AMTSL
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(Mfinanga et al.,2009).This difference might be due to the difference in the national
guideline and the time difference between these studies. However, only (40.0%)
correctly understanding the need for controlled cord traction, while the study that was
performed in Nigeria reported (84.7% ) of participants knew control cord traction as
essential component of AMTSL (Oyetunde et al., 2015). This discrepancy suggests a
well-established understanding of some practices while other areas, like controlled cord

traction, require significant improvement.

Similarly, knowledge related to the Domain 3 “After Placental Expulsion” was
categorized as poor knowledge (62%).: There is a notable variation in knowledge, with
a strong grasp of identifying the importance of uterine tonus assessment as one of the
essential components of AMTSL with (90.4%) of participants correctly answering this
item. This result is compatible with the study (Oyetunde et al., 2015) where (93.2%) of
the participants knew uterine tonus assessment. This might be due to the similarity of
the socio-demographic characteristics of the study midwives. In addition, the item
“immediate uterine tonus assessment after placental delivery” was (84.8% correct), this
is in line with a study conducted in Nigeria where the immediate uterine tonus
assessment after delivery for midwives was (88.1%). However, less understanding of
routine practices such as “uterine tonus assessment every 15 minutes for the first 2
hours.” (22.4% correct) and “the midwife inform the mother and demonstrate how to
uterine tonus assessment her uterus and empty her bladder” (16.8% correct), while in
(Wake et al ., 2020) study result shows more than half of midwives (64.4%) knew that
the frequency of uterine tonus assessment after delivery is every 15 minutes for the 1% 2
hr. and in (Fissahaye et al.,2023) study shows (52.7%) of midwives informed the
mother how to uterine tonus assessment her uterus every 15 min. This highlights
substantial areas needing attention, particularly in ongoing postpartum care and patient

education.

Overall, while midwives demonstrate a solid understanding of several key aspects of
AMTSL, there are critical gaps in knowledge that span all three domains. Educational
efforts and targeted training are essential to address these deficiencies and enhance the

effectiveness of AMTSL practices.
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6.4 Practices of AMTSL among Midwives

The study revealed that the majority of midwives had a high level of practices regarding
AMTSL as the total practice score for all domains was (89.3%). In literature the highest
practice value was reported in Amhara in north Ethiopia with (61.2%) (Adane et al
.,2019) while it was in Gamo Gofa (48.1%), Addis ababa (47% ),three studies in
Ethiopia (43.5%, 40,3%, 32.3%), Nigeria (41.7%), Sidama zone (32.8%) Sudan
(26.7%) Hawassa city (15.7%) and Tanzania (7%) (Alemu et al., 2012, Yaekob et al.,
2015, Wake et al, 2020, Fissahaye etal.,2023, Molla et al., 2021, Oyetunde et al.,2015,
Amanuel et al., 2021, Tenaw et al., 2017, Andugry et al .,2017, Tenaw et al., 2016,
Mfinanga et al., 2009) the study in Oman had (62%) reported always adhering to the
AMTSL guidelines (Al-Jabri et al., 2024). These studies showed less practical value
than this study; this could be due to the differences in educational level, study period,
training, and the performing of the study in tertiary healthcare institution. For example,
In Sudan only (20%) of midwives were trained and all of them had diploma with three
years of experience or less (Andugry, N.,et al ,2017). In Sidamo, (74%) of participants
had diploma, (91%) worked in health centers and only (29%) were trained (Amanuel et
al., 2021). In Hawassa, (75%) of participants had diploma and only (33.3%) were
trained (Tenaw et al., 2016). In Tanzanian study, only (7%) of participant had good
practice and this might be due to the differences in study time and their national
guidelines which supports the usage of ergometrine instead of oxytocin for AMTSL
(Mfinanga et al., 2009). While in this study, the majority of participants had bachelor
degree or higher (79.2%) with more than 5 years of experience (82%) and (97%) of
them had taken the training regarding AMTSL. In addition, most of participants work in

tertiary health institutes. All of these factors might be reasons for high level of practice.

The data reveals consistent strengths for domain 2 “During Placental Expulsion” and
domain 3 “After Placental Delivery” of practice with scores (91.7% and 93.4%)
respectively which considered good practice according to evaluation criteria (>85%). In
contrast, domain 1 “Before Placental Expulsion”, the score was (69.3%) which
considered poor practice. Overall, midwives demonstrate a strong adherence to most
practices related to AMTSL, particularly in critical areas such as uterine tonus

assessment and placental management. However, there are specific practices with lower
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application rates that may benefit from additional focus and training to ensure uniform
adherence to AMTSL protocols and improve the quality of care provided during labor

and delivery.

In this study, the item “Check the uterus for the presence of a second baby by palpate
maternal abdomen” takes the lowest percentage in all domains of practice (59,2%) this
could be due to the usage of ultrasound and good maternal antenatal care that might
give the answer of having single or twins pregnancy for the midwife. While in
(Fissahaye et al.,2023) study the majority of participants ruled out the presence of
second baby (79%). In addition, item “Administer 10 1U of oxytocin (IM/IV) to the
mother during delivery of the anterior shoulder or immediately after the baby delivered”
was (73.6%). This poor practice level for this item could be due to midwives burnout (
such as: work over load and insufficient midwives) which could reduce their oxytocin
application immediately after delivery. In contrast, (86.4%) in Eastern Ethiopia
correctly practice this item (Fissahaye et al.,2023) . On the other hand, the item “Ensure
the uterus does not relax after stopping uterine tonus assessment” takes (100%) this
excellent findings regarding to the practice provides a cornerstone in reducing and
preventing PPH during labor. While in (Fissahaye et al.,2023) study around (77.5%) of
midwives correctly practiced this item . This could be returned to poor practice in
general as the total practice was 40.3% and this implies that 60% of midwives could
face life-threatening situations and PPH during labor. In addition, item “If the
membrane tear gently examines the upper vagina and cervix” was (97.6%) while in
(Fissahaye et al.,2023) study it was (76.7%) and in (Tenaw et al., 2016) study it was
(55.5%).

Overall, the results suggest that midwives at Hebron hospitals exhibit strong practical
application of AMTSL across all domains, with high scores and consistent performance
in implementing recommended practices. This positive outcome underscores the
effectiveness of current training and suggests that midwives are well-equipped to

manage the third stage of labor effectively.
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6.5 Relationship between knowledge and practice of AMTSL

Based on the findings of the study, there is a very weak correlation between the total
knowledge score and total practice implementation. This suggests that there is no
significant overall effect of midwives' total knowledge on their practice implementation.
Overall, the results imply that, within the scope of this analysis, midwives' knowledge
does not appear to be a significant predictor of their practice implementation. This
finding might suggest the need to explore other variables or factors that could more
effectively influence practice implementation in this context. In addition, those
midwives who had good practice despite poor knowledge could get this correct practice
through her peer groups and /or their institutional protocols with good supervision in
labor room. On the other hand, previous study (Asibong et al., 2018) which showed a
statistically significant association between being knowledgeable and having a correct
AMTLS practice. They used the chi-square test to identify the relation between these
two variables. The value was 17.9 and it was significant at 0.05 (Asibong et al., 2018).
Furthermore, in ( molla et al., 2021) study they performed the multivariable logistic
regression model to find the relation between knowledge and practice and they found
that good knowledge respondents on AMTSL were 2.9 times (p-value 0.01) more likely
to practice than poor knowledge respondents on AMTSL ( molla et al., 2021). In the
Addis Ababa study, the multivariable logistic regression

model was also used, and it found that midwives who practice AMTSL were almost 4
times more knowledgeable about AMTSL than those who had poor practice (Yaekob et
al., 2015). Furthermore in the Ethiopian study they used the multiple logistic regression
analysis and they found that good Knowledge midwives were 7 times more likely to be
good in practice in comparison with those who were poor in knowledge (Wake et al.,
2020)

6.6 Relationships between Socio-demographic factors, knowledge and

practice of AMTSL among midwives

The study examined the impact of socio-demographic characteristic on knowledge and
practice for Midwives about AMSTL. One —-Way ANOVA Analysis was conducted to
assess the relationships of socio-demographic variables Factors with more than two

groups (e.g., age, marital status, education level and years of experience) on knowledge
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and practice scores and independent samples t-test was used with two groups to
compare the mean of the participants’ knowledge and practice level in overall and in the
three domains (before, during and after placental expulsion) such as : (Workplace,

training regarding AMTSL, and existence of written protocol at workplace).

6.6.1 Age of the midwife

The impact of age on overall knowledge score of midwives regarding AMTSL shows a
trend towards significance (p = 0.072) which provides an insight that age might
influence overall knowledge, although this effect is not statistically significant at the
conventional alpha level. For domainl” Before Placental Expulsion” and domain3
“After Placental Delivery”, there are significant differences (p = 0.018) and (p =
0.038) respectively. The ANOVA test indicating that age may affect specific aspects of
knowledge related to AMTSL, with older or younger midwives potentially
demonstrating varying levels of knowledge at these domains with a significant different.
This is in line with the study in Ethiopia that found age less than 30 years was 2.76
times more associated with knowledge of AMTSL (lami et al.,2020).

The impact of age in practice of midwives regarding to AMTSL was not significantly
affect the overall practice total score (p = 0.538) and the scores for practice before,
during, and after placental delivery among midwives were (0.913, 0.964 and 0.352)
respectively. This reveals no significant differences across age groups for these practice
measures, suggesting that age does not have a substantial impact on the practice
implementation of AMTSL. However, study which was conducted in Tanzania the
participants aged 45 years and above were significantly associated with good practice
and skills regarding to AMTSL (muyanga et al.,2022).

6.6.2 Marital status of the midwife

In this study, there are no significant differences in total knowledge scores based on
marital status (p = 0.307). By breaking down the total knowledge to the three domains
the findings for domainl” Before Placental Expulsion” and domain2 “During
Placental Expulsion” were insignificant with (p = 0.216) and (p = 0.613) respectively
based on marital status. This is in line with the Tanzanian study which used chi-square
to find the relation between knowledge and marital status and it found that there was no

statistically significant for the association between knowledge and marital status
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(p=0.061) (muyanga et al., 2022). However, the total score of knowledge for domain 3
"After Placental Delivery" shows a significant difference ( p = 0.042) between
knowledge and marital status.

The impact of marital status in practice of midwives regarding to AMTSL was not
significantly affect the overall practice total score (p = 0.796). In addition, the three
domains scores (Before, During, and After Placental Expulsion) for practice among
midwives regarding to AMTSL were all not significant (0.348, 0.745 and 0.489)
respectively. This suggests that while marital status does not generally affect knowledge
or practice implementation, there may be a notable difference in knowledge of domain
3"After Placental Delivery” among different marital status groups. This is contrary to
what was reported in a study of (muyanga et al.,2022) in which marital status and
practice had an association with significant p-value (p=0.031).

In summary, marital status does not significantly impact most aspects of practice and
knowledge related to AMTSL, with the exception of the total knowledge score "After

Placental Delivery", where a significant difference was observed.

6.6.3 Educational level of the midwife

Based on the this study results, the educational level of midwives does not significantly
influence their knowledge levels in any of the three domains assessed. This could be
related to importance of the topic itself in midwifery education that all midwifery
program concentrates on this topic as it considers one of the main subject in prevention
of PPH. In contrast, the (muyanga et al.,2022) study showed a significant association
between knowledge and educational level (p=0.014) which found that healthcare
providers with higher education had sufficient knowledge of AMTSL. This is also was
found in study which was conducted in Ethiopia (Yaekob et al., 2015) found that

midwives with higher education were having adequate knowledge of AMTSL.
The total Practice Score in analysis also shows no significant difference in overall
practice scores based on educational level (p= 0.101) and across the three domains of
practice "before (p = 0.917), during ( p = 0.487), and after placental expulsion (p =
0.083)". This result is in line with the result of the study conducted in Tanzania which
show no significant between knowledge and educational level (p=0.303) (muyanga et
al.,2022).
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In summary, the educational level of midwives does not significantly impact their
practice scores or knowledge levels in any of the domains assessed. This indicates that
variations in education do not appear to influence the effectiveness or extent of practice

and knowledge related to AMTSL procedures.

6.6.4 Years of experience of midwife at labor room

The years of experience of midwives was not significantly associated with midwives'
Knowledge level. Where the total Knowledge score show insignificant differences
across years of experience in labor room (p= 0.104). This lack of significance is also
reflected in the knowledge scores for the three domains "Before D1 (p = 0.500) and
During D2 (p = 0.382) placental expulsion”. However, there is a significant difference
in the knowledge scores in domain 3 "After Placental Delivery" (p= 0.010). This is
contrary to what was reported in a study of (muyanga et al.,2022) which showed
significant association between knowledge and years of working in labor ward
(p=0.016) it was found that healthcare providers with long years of working in labor
ward had sufficient knowledge of AMTSL. According to (Asibong and colleagues,
2018) There was a strong correlation between knowledge, its application, and job
experience. Being exposed for a long time at work and participating in different health
programs can also be beneficial for health workers to gain knowledge and insight on
AMTSL.

The association between the years of experience of midwives and their practice level
was also not significant ( p= 0.463) as for Knowledge level. In addition, there is no
significant difference in the total practice scores through the three domains " Before (p
=0.267), During (p = 0.785), and After Placental Delivery (p = 0.334)". This study in
line with (muyanga et al.,2022) which show no significant association presented

between practice and years of working in labor ward (p=0.588).

In summary, while the overall practice and knowledge scores do not significantly vary
with years of experience, knowledge scores after placental delivery do show a
significant difference. This indicates that while experience may not affect overall
practice and knowledge levels, it might influence specific aspects of knowledge related

to post-placental delivery procedures.
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6.6.5 Work place of midwife

The implication of total Knowledge had no significant differences are observed in the
total knowledge scores between the two groups; private and governmental hospitals (p =
0.955). Furthermore, no significant differences are found in knowledge scores Before (p
= 0.744), During (p = 0.336), and After Placental Expulsion ( p = 0.169). This study
is agreed with (muyanga et al.,2022) which show no significant between knowledge and
facility type (p=0.447).

The implication of total Practice Score exhibit that overall practice scores do not show a
significant difference between midwives working in private and governmental hospitals
with a t-test result of (p= 0.134). Similarly, there are no significant differences in
practice scores measured "Before (p = 0.665) or During Placental Expulsion (p =
0.679)". However, there is a significant difference in practice scores after placental
delivery, with midwives in private hospitals scoring higher (mean = 9.51) compared to
those in governmental hospitals (mean = 9.06), yielding a (p=0.004). While in the study
(muyanga et al.,2022) it shows a significant between knowledge and facility level
(p=0.011). However, the higher scoring in practice of AMTSL in private hospital may
be due to the availability of adequate midwives more than between government hospital
(Felarmine et al.,2016) as well lack of active monitoring system at governmental
hospitals. Furthermore, the study (Alemu et al., 2021) found that those midwives who
were working in favorable delivery rooms were 1.86 times more likely perform good

practice than others.

In summary, while midwives in private hospitals exhibit significantly higher practice
scores after placental delivery compared to their counterparts in governmental hospitals,
overall practice and knowledge scores do not significantly differ based on workplace.
This suggests that while practice implementation might vary in specific stages, overall

knowledge remains consistent across different hospital settings.

6.6.6 Having Training regarding AMTSL

In this study, significant differences are observed in total knowledge scores for training
and knowledge . Midwives who received AMTSL training have a higher mean for total
knowledge score (14.72) compared to those who did not (13.42) (p= 0.007). This
suggests that AMTSL training is associated with improved overall knowledge of
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midwives. Significant differences are also noted in knowledge scores "Before Placental
Expulsion™ (t p = 0.018) and ""During Placental Expulsion” (p = 0.046), indicating
that training positively affects knowledge in these domains. However, there is no
significant difference in knowledge scores *After Placental Delivery" (p = 0.338).
This in similar to the study (muyanga et al.,2022) which showed significant association
between knowledge and training (p=0.001) it found that healthcare providers with good
training had sufficient knowledge of AMTSL. In addition, a study conducted in
Ethiopia found that the health care professionals who had prior AMTSL training were
strongly linked to AMTSL knowledge (Yaekob et al., 2015).

There is no significant difference in the overall practice scores between midwives who
received AMTSL training (mean = 17.79) and those who did not (mean = 18.07), (p=
0.384). Similarly, no significant differences are observed in practice scores measured
"Before Placental Expulsion”™ (p = 0.731) and "After Placental Delivery” (p =
0.874). However, practice scores ""During Placental Expulsion™ show a significant
difference, with trained midwives having a lower mean score (6.34) compared to those
without training (6.71) (p=0.010). This is agreed with what was reported in a study of
(muyanga et al.,2022) which show significant association between knowledge and
having a training (p=0.007) it was found that healthcare providers with good training for
AMTSL had good practice. In addition, participants who received training in actively
managing the third stage of labor were 2.55 times more likely to demonstrate good
practice compared to those who did not receive the training (Alemu et al., 2021).
Furthermore, healthcare providers who underwent in-service training were 7.4 times
more inclined to perform (AMTSL) compared to those who did not (molla et al., 2021).
Additionally, the research done in Tanzania also backs up this discovery (Ramadhani et
al., 2011).

In summary, while AMTSL training does not significantly impact practice scores
overall and before and after placental expulsion, however, the training significantly
impact practice score during placental expulsion. In addition, it is associated with
improved knowledge and significant improvements in knowledge scores before and

during placental expulsion.
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6.6.7 Availability of written protocol at labor room

The implication of availability of written protocol had significant differences were
observed in overall knowledge scores. Midwives with written protocols have a higher
mean total knowledge score (14.72) compared to those without (13.42), (p= 0.008). This
indicates that the presence of written protocols is associated with greater overall
knowledge. Significant differences are also found in knowledge scores before placental
expulsion (p = 0.047) and during placental expulsion (p = 0.046), suggesting that having
written protocols positively affects knowledge for these domains. This is contrary to
what was reported in a study of Northern Ethiopia which had not significantly
association (p=0.993) between written material protocol and knowledge (Wake et al.,
2020). However, in this study there is no significant difference in knowledge scores

after placental delivery (p = 0.338).

While there are no significant differences in the overall practice scores between
midwives who received AMTSL training (mean = 17.79) and those who did not (mean
= 18.07), ( p= 0.384). This pattern holds for practice scores "Before Placental
Expulsion”™ (p = 0.731) and "After Placental Delivery" (p = 0.874). However,
practice scores during placental expulsion show a significant difference (p=0.010), with
midwives without written protocols achieving a higher mean score (6.71) compared to

those with protocols (6.34).

In conclusion, the existence of written protocols about AMTSL at the workplace does
not significantly impact the overall practice scores or knowledge "After Placental
Delivery". However, it does appear to affect practice scores **During Placental
Expulsion™ and enhances overall knowledge and knowledge scores before and during
placental expulsion. The finding of this study was in contrast of the study conducted in
Kenya which showed that, availability of standards documents, training, type of training
and knowledge of health care on AMTSL was some of the factors associated with
practice of AMSTL ( Alemu et al., 2021)
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6.7 Conclusion

In this study, the knowledge and practice of midwives regarding (active management of
the third stage of labor) AMTSL were assessed at hospital in Hebron governorate. And
it was found that the overall knowledge score was poor knowledge (76%). However,
when breaking down the total knowledge through its domains, the results highlight
strengths and weaknesses. For the (Domain 1) '‘Before Placental Expulsion’, midwives
reflecting a good level of knowledge (86%). In contrast, for the (Domain 2 and Domain
3 )’During Placental Expulsion and After Placental Delivery”, indicating a poor
knowledge (68,62%) respectively. However, the Midwives had a good practice
regarding to AMTSL (89.3%). Very weak correlation was observed between the total
knowledge score and practice implementation R (correlation) (0.056), p-value of
(0.534). This suggests that there is no significant correlation exists between knowledge
and practice implementation. Furthermore, impaction of socio-demographic characters
on knowledge and practice were assessed and it was found that socio-demographic
character reflecting significance in some aspect and domain such as age in knowledge
(D1&D3) , marital status in knowledge (D3),years of experience in the labor room in
knowledge (D3), workplace in practice (D3), training on AMTSL knowledge (D1&D?2)
and on Practice (D2) and the availability of written protocols on AMTSL in the
institution for total knowledge and its (D1&D?2) and on practice (D2).

The results of this research emphasize how critical it is for midwives to have ongoing
professional development, standardized protocols, and sufficient resources in order to
improve their adherence to AMTSL practices. Putting these suggestions into practice
can improve maternal health results and guarantee top-notch care. Future studies need to
focus on the limitations that have been identified and examine other factors that affect
adherence to AMTSL practices. In addition, Midwives should update their knowledge

and academic level and improve their skills to save mothers lives.
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6.8 Strengths of the study :

1. This study was the first study which performed in West Bank specifically in
Hebron governorate in assessment the knowledge and practice of midwives
toward AMTSL.

2. The time of data collection was 6 months which considered long period that help
to cover more participant and appropriate for observational study

3. The midwives who assisted the researcher in observational checklists were

highly qualified held master’s degree had a previous experience in such studies.

4. The observed midwives did not know the time of conducting the observational
and recording the checklist which might decrease the biases and let midwives
apply the procedure without feeling the threat of observation.

1. The response rate was 100% in questioner ,and the sample is covered nearly all

population.

6.9 Limitations of the study :

1. Sample Size and Generalizability: The study's sample size may limit the
generalizability of the findings. The results from hospitals in Hebron might not be
applicable to other regions with different healthcare settings and resources.

2. Observational Nature: The study's observational design cannot establish causality.
While correlations between experience, education, and adherence are identified,

causative factors cannot be definitively determined.

3. Training Differences: Differences in the quality and frequency of training among
midwives were not accounted for, which could influence adherence to AMTSL

practices.

4. Potential Observer Bias: If observations were conducted by a single individual or a
small team, there might be observer bias influencing the recording of checklist

adherence.

5. Results of this study which reported a good level of practice and a poor level of
knowledge might be related to the short period between collecting data about
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knowledge and then observing practice. It might cause bias in the observational study

due to chance of resolve the unknown point by asking peer group and try to applying it.

6.10 Recommendations

1. Decision makers and hospital administrators

Implementing regular, well-timed training sessions, mentorship, and
supportive supervision for midwives on AMTSL. The training needs to
target midwives who are employed in the labor ward, and their educational
program should be reassessed. Activate monitoring program at hospitals to
observe practices and their adherence to the protocol.

Introduction of recent management protocols to standardize practice to
achieve the global millennium development goals set for maternal and

newborn survival.

2. Future research

Further studies should be conducted on the type of intervention that reaches
a wide audience to solve problems related to knowledge and skills in
AMTSL.

In conducting similar studies in the future, it is recommended to start with
the observational study for the practice, then collect data by a self-
administered questionnaire for the knowledge to avoid bias.

3. Midwives

Recruiting more staff midwives is required to innovative strategies to promote the

competency of the midwives in Practicing AMTSL and other maternal management

procedures.
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Appendix

A. Instruments used in the study

1. Questionnaire to assess the midwives’ knowledge

Self-administration questionnaire

Dear Participants:

| am a graduate student from Al-Quds University, | appreciate your participation in this
research study entitled “Assessment of the Midwives’ knowledge and Competency
toward Active Management of the Third Stage of labor at Hebron hospitals in
Palestine “. This study is being carried out as a part of the requirements for the master's
degree in Maternal Child Health at Al-Quds University, college of health professions —
Palestine. You need to answer the questionnaire that will not take more than 15 minutes.
The given information will be treated in anonymity and confidentially, it will be used
for scientific research purposes only. Even though | welcome your participation,
participation is optional and you can withdraw from the study at any time.Thank you

very much for your participation.
Prepared By: Ikhlas Mahmoud Hemedat

Supervised by: Dr. Maha Nahal

Part one: Characteristics of the participants :

81



Please circle the number that best matches your choice in the following
1. Age: a. Less than 25 years b. 25 - 45years C. 46 - 60 years
2. Marital status:  a. Single b. Married c. Divorced d. Widowed
3. Educational level: a. Diploma b. Graduate (Bachelor) c. Post-Graduate
(Master/PhD)
4. Work place: a. Privet hospital b. Governmental hospital
5. Years of Experience in labor room:

a. 1-5 years b. 6-10 years c. 11-15 years. d. 16 and above

6. Did you take training regarding AMTSL? a. Yes. b. No
7. Do you have any written protocols about (AMTSL) available at your
workplace?
a. Yes b. No.
Part two: Midwives' Knowledge of AMTSL

In this part please sign M on one of the choices:

No | Statement Agree | Neutral | Disagree

Before Placental Expulsion

1. | AMTSL should be given for all laboring mothers

2. | Administration of uterotonic drugs is one of the

essential components in AMTSL.

3. | Oxytocin is the first-line uterotonic drug recommended
in AMTSL.

4. | Misoprostol medication is not the first line of

uterotonic drugs recommended in AMTSL.

5. |10 IU is the recommended dose of oxytocin that
should be given in AMTSL for PPH prevention.

6. | Oxytocin administration through IM/IV Route for
AMTSL.

7. | Oxytocin must be stored under the temperature of 2-8
C.

82




8. | The recommended time of uterotonic drug
administration to mother in AMTSL after the delivery
of the anterior shoulder of baby.

9. | The optimal time of uterotonic drug administration in
AMTSL is within one minute after delivery of the
baby before placental delivery.

10. | Midwife should do delay cord clamp
During Placental Expulsion :

11. | The sign of placental separation is a gush of blood,
elongation of the cord, and bulk uterus.

12 | Apply controlled cord traction is one of the essential
components of AMTSL.

13. | midwife should wait 2-3 minutes for strong
contraction to do CCT
After Placental Delivery

14. | Uterine tonus assessment is one of the essential
components of AMTSL.

15. | The midwife is doing immediate uterine tonus
assessment after placental delivery.

16. | The midwife performs uterine tonus assessment after
delivery every 15minutes for the first 2 hrs

17. | The midwife assessed Placenta for completeness.

18. | The midwife informs the mother and demonstrates
how to uterine tonus assessment her uterus and empty
her bladder.

19. | The midwife should be completed AMTSL within half

hour.
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2. Observation check list

Observation Checklist

Practice of (AMTSL)

No.

Statements

Applied

Not
applied

Before placental expulsion

Check the uterus for the presence of a second baby by palpating
the maternal abdomen

Administer 10 IU of oxytocin (IM/IV) to the mother during
delivery of the anterior shoulder or immediately after the baby

delivered

Delay cord Clamp close to the mother perineum and hold the cord

in one hand

During Placental expulsion

Confirm signs of placental separation (Gush of blood, long cord,

firm uterus)

wait for a strong uterine contraction for 2-3 minutes to apply CCT

Stabilize the uterus by applying suprapubic pressure to the
abdomen of the mother.

Gently hold the cord and apply control cord traction with

suprapubic pressure.

Hold the placenta supported in two hands and gently turn it until

the membranes are twisted.

Extract membrane gently with lateral movement
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10. | If the membrane tear gently examines the upper vagina and cervix
After Placental delivery

11. | Examine the completeness of the placenta and its membranes

12. | Place the placenta in a bowl

13. | Check that the uterus does not become relaxed after delivery of
the placenta

14. | Immediately after placental delivery, if the uterus is not
contracted, start massaging the uterus till uterus is hard

15. | Examine the woman’s vagina, perineum, and external genitalia
for lacerations and active bleeding.

16. | Ensure the uterus does not relax after stopping uterine massage

17. | Help and teach the mother to empty her bladder

18. | Teach the mother uterine tones assessment every 15 minutes for
1-2 hours

19. | Closely monitor the mother in labor room for the first 1 hour after
delivery

20. | Teach the mother about normal amount of lochia
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C. Ethical approval letter
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Dear Applicants, (Dr. Maha Nahhal, Ms. Ikhlas Hmidat)
Program: MSc Nursing Department
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submitted by (Dr. Maha Nahhal). Your proposal is deemed to meet the requirements of
research ethics at Al-Quds University, but further assessment is required by the Central
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Hussein ALMasri, PhD

Associate Professor of Medical Imaging
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CC: File
CC: Committee members
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